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Relief from Pain, Fever, and Inflammation 
DARVON’ COMPOUND and New DARVON COMPOUND-65 


. .. combine the analgesic advantages of Darvon® with the antipyretic and anti-inflammatory i] 
benefits of A.S.A.© Compound. Darvon Compound-65 is indicated when increased analgesia 
is desired without increase in salicylate content or the size of the Pulvule®. | 


Formulas Darvon Compound New Darvon Compound-65 
162 mg................ Acetophenetidn ............ .162 mg. | 

Usual Dosage 

Darvon Compound: 1 or 2 Pulvules three or four times daily. 

Darvon Compound-65: 1 Pulvule three or four times daily. , Lilly 

Also Available: Darvon, in 32 and 65-mg. Pulvules Darvo-Tran® 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) ; e 
Darvon® (dextro propoxyphene hydrochloride, Lilly) : 
A.S.A.© Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 

Darvo-Tran® (dextro propoxyphene and acetylsalicylic acid with phenaglycodol, Lilly) 
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for your overweight patient... 

measured calories for adequate nutrition 
with high satiety on 900 calories a day— 
without appetite depressants 


DIETARY FOR WEIGHT 


adequate nutrition on 900 calories 
The daily 900-calorie Metrecal diet provides 
70 Gm. of high-grade protein, 110 Gm. carbo- 
hydrate and 20 Gm. of fat plus vitamins and 
minerals to meet or exceed all established Min- 
imum Daily Requirements. Metrecal itself is 
the diet—the complete diet. 

clinically proven 

Metrecal has produced impressive weight loss 
in patients with uncomplicated overweight,'* 
as well as in those whose overweight is accom- 
panied by serious medical disorders.’ Typical 
results include an average loss of 642 pounds 
per patient in one 12-day study,' and an aver- 
age loss of 6.3 pounds per patient during the 
first week of another study.’ 


excellent patient cooperation 

All investigators! commented on excellent pa- 
tient cooperation. This was attributed to the 
high satiety of Metrecal, which satisfied hunger 
without artificial appetite depressants; its sim- 
plicity of use—no calorie counting or menu 
planning required—and its palatability and 
good tolerance. 


Mead Johnson 


Symbol of service in medicine 
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flexibility in use 

When more than 900 calories are permitted, the 
daily quota of Metrecal may be increased, or 
Metrecal may be used for one or two meals a day 
or as the total diet two or three days a week. 


easy to use 

One half-pound of Metrecal powder mixes eas- 
ily with a quart of water for a full day’s supply 
of four 225-calorie beverage meals. Available 
in ¥% lb. and 3% lb. cans in Plain, Chocolate, 
and Butterscotch flavors. 


now-—for maximum convenience: 
new METRECAL LIQUID 

Each 8 fluid ounce can, a delicious, ready-to- 
drink 225-calorie meal. Available in Chocolate, 
Vanilla, and Butterscotch flavors. 


Weight-Control Guide for patient instruction is 
available from your Mead Johnson representa- 
tive, or by writing to us, Evansville 21, Indiana. 


references: (1) Antos, R. J.: Southwestern Med. 40:695- 
697 (Nov.) 1959. (2) Tullis, I. F.: Initial Experience with a 
Simple Weight Control Formula, accepted for publication. 
(3) Roberts, H. J.: Effective Long-Term Weight Reduction— 
Experiences with Metrecal, to be published. - 
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@ DUPUYTREN’S CONTRACTURE 


Q. A 58 year old patient in whom Dupuytren’s 
contracture developed approximately 20 years 
ago had corrective surgery performed in 1956. 
At the time of operation, the disease had caused 
some deformity of the fingers of both hands, but 
it had remained stationary for a number of years. 
Results of the operation were excellent; six 
months later however new growths appeared be- 
tween the thumb and index finger on both hands. 
These nodules increased in size but caused no 
significant contracture. During the past six 
months the plantar fascia of both feet has be- 
come involved. 

Has research revealed any medication, such as 
cortisone, which influences the progress of these 
contractures? The patient is reluctant to undergo 
further operative treatment since the new growths 
developed shortly after surgery had been per- 
formed. 

M.D.—New York 


A. In this instance the postoperative appear- 
ance of nodules between the thumb and index 
finger probably represents involvement of the 
palmar fascia in a new location rather than a 
true recurrence of the lesions. It is likely that 
this development was coincidental with the surgi- 
cal procedure rather than caused by it. The ap- 
pearance of nodules in the plantar fascia during 
the last six months is not too unusual, since ap- 
proximately 10 per cent of persons who have 
palmar fibromatosis also have involvement of the 
plantar fascia. 

Operation is the only treatment which has 
proved efficacious in the management of Dupuy- 
tren’s contracture. The steroids, including corti- 


A-20 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


sone, have been tried and the use of vitamin E 
has been advocated. There is no real proof how- 
ever that any medication is of value in the man- 
agement of this condition. 


HYDROCELE 


Q. A 60 year old man has a large hydrocele 
from which 200 to 300 cc. of fluid is drained 
every four to five months. He refuses surgery 
but would consent to treatment with sclerosing 
solutions. Could 1 per cent soTRADECOL® or 
ethanolamine oleate B.P. be used without danger 
of a severe reaction? What amounts should be 
employed? 
M.D.—British Columbia 


A. I am assuming that the fluid withdrawn 
from this hydrocele sac is clear, straw-colored 
and contains no blood cells, and that after re- 
moval of the fluid palpation of the testicle reveals 
no evidence of a tumor of the testes or surround- 
ing structures. 

The fluid removed should be measured and 
the sac completely emptied. Sometimes the in- 
jection of air will accomplish complete emptying. 

The sclerosing agents mentioned are not famil- 
iar to me. However, the labels usually give the 
strength to be used, depending on the size of the 
sac or the amount of fluid removed. 

I have used a quinine and urethan injection: 
directions for its use are given on the label. 
Good results have been obtained with this scle- 
rosing agent, and there have been few, if any, 
recurrences. If there is a recurrence, injections 
may be repeated. 

(Continued on page A-22) 
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Tetracycline now combined with the new, more active antifungal anti- 
biotic— Fungizone—for broad spectrum therapy / antimonilial prophylaxis 


A new advance in broad spectrum antibiotic therapy, 
MYSTECLIN-F provides all the well-known benefits of tetra- 
cycline and also contains the new, clinically proved antifungal 
antibiotic, Fungizone. This Squibb-developed antibiotic, which 
is unusually free of side effects on oral administration when 
given in oral prophylactic doses, has substantially greater in 
vitro activity than nystatin against strains of Candida (Monilia) 
albicans. 

Thus, in addition to providing highly effective broad spec- 
trum therapy, MYSTECLIN-F prevents the monilial rent 
growth in the gastrointestinal tract socommonly associated N 


Squibb Quality — 
BY the Priceless Ingredient 


N 


with such therapy. It helps to protect the patient from trouble- 
some, even serious, monilial complications. 

New Mysteclin-F provides this added antifungal protection 
at little increased cost to your patients over ordinary tetracy- 
cline preparations. 


Available as: MYSTECLIN-F CAPSULES (250 mg./50 mg.) MYSTECLIN-F 
HALF STRENGTH CAPSULES (125 mg./25 mg.) MYSTECLIN-F FOR 
SYRUP (125 mg./25 mg. per 5 cc.) MYSTECLIN-F FOR AQUEOUS 
DROPS (100 mg./ 20 mg. per cc.) 

For complete information, consult package insert or write to Profes- 
sional Service Department, Squibb, 745 Fifth Avenue, N. Y. 22, N. Y. 


MYSTECLIN- 


Squibb Phosphate-Potentiated Tetracycline (SUMYCIN) plus Amph in B (Ft 
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® VALUE OF VITAMIN E 


Q. Are there any special sources or kinds of 
vitamin E preparations recommended for use in 
cardiovascular and geriatric conditions? Would 
you advise the simultaneous use of pyridoxine, 
lipotropic agents and other vitamins in cardio- 
vascular conditions? 

Do you have any information on Hg, recently 
reported from Romania, and its use in cardio- 
vascular and geriatric conditions? 


M.D.—California 


A. There is no proved scientific evidence to sup- 
port the use of vitamin E in treating cardiovascu- 
lar or geriatric conditions. The exact function of 
vitamin E in the body is still not completely 
understood. 

Furthermore, there is no evidence that the 
use of pyridoxine, lipotropic agents or other vita- 
mins is of any specific value in the therapy of 
cardiovascular conditions. All these agents are 
essential constituents of the body, but to date no 
deficiency involving such agents has been asso- 
ciated with cardiovascular conditions. 

The product Hs; is primarily procaine, and its 
use has not been studied with proper clinical 
controls. 


® ACOUSTIC NEURINOMA 


Q. A 45 year old man has had tinnitus in the 
right ear for two years. Decreased vestibular re- 
sponse to the water test and decreased hearing 
have been demonstrated in this ear, with a loss 
of corneal reflex on the right side. Numbness and 
tingling on the right side of the face are present, 
but there is no motor weakness. Hearing tests 
indicate the presence of recruitment. The eye 
grounds are normal; x-rays of the skull are nega- 
tive, as are the results of other neurologic tests. 

A tentative diagnosis of a small acoustic neuri- 
noma has been made. Is immediate operation 
indicated, or is it best to follow a program of 
observation? 

M.D.—Ontario 


A. The symptoms described, including the pres- 
ence of facial numbness and recruitment and 
particularly the loss of corneal reflex, tend to 
establish the diagnosis of an acoustic neurinoma 
as being correct. Surgical treatment of acoustic- 
nerve tumors, if performed at a relatively early 
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Your Questions Answered 


stage of the disease, can effect recovery with min- 
imal residual symptoms. However, the program 
to be followed can best be determined by careful 
analysis of the case by the otologist and the 
neurosurgeon. 


© TETANUS ANTITOXIN SENSITIVITY 


Q. A review of my records for the past 12 to 
15 months has revealed that approximately two 
of every three patients exhibited a reaction to 
the administration of tetanus antitoxin. No im- 
mediate or anaphylactoid reactions occurred, but 
the incidence of serum sickness was quite high. 

I used 1500 units of horse serum in TUBEX® 
(Wyeth Laboratories) for preliminary skin tests; 
results were negative in all patients. One patient 
gave a history of allergy; however, results of the 
skin test given this patient also were negative. 
Most of the patients were given 0.5 cc. of tetanus 
toxoid, followed by a similar dose in one month. 

Is the incidence of serum sickness following 
administration of tetanus antitoxin as prevalent 
in everyday medical practice as it has been in 
my patients? Could it be attributed to the prepa- 
ration or procedure being used? 


M.D.—California 


A. A patient’s life may be saved by the ad- 
ministration of tetanus antitoxin; this remains 
the major concern regardless of the type of re- 
action to the serum. From 5 to 90 per cent of 
patients experience serum sickness following ad- 
ministration of tetanus antitoxin. As long as you 
have employed the proper precautions, including 
carefully taken histories and conjunctival or skin 
tests, you have been using the correct method. 

At a meeting of the American College of Al- 
lergists, Dr. Joseph Fries reported a series of 
constitutional reactions to serums; in each case 
the reaction was due to the silk filters used in 
manufacturing the serums. These patients were 
silk-sensitive. It would be interesting to contact 
Wyeth Laboratories to discover whether or not 
they use silk filters in manufacturing the Tubex 
unit and then to determine whether or not your 
patients are silk-sensitive. 

Your technic is correct and there is nothing 
wrong with the materials being used. The only 
recommendations I can offer are the promotion 
of the widespread use of tetanus antitoxin and 
the exercising of proper precautions before ad- 
ministering it. 
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What’s happening in Medicine 


POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


NICKEL CARBONYL AS PULMONARY CARCINOGEN 


American Society of Clinical Pathologists, College of American Pathologists, 
and the Inter-Society Cytology Council: 

@ Experimental induction of pulmonary cancers has been achieved in rats 
subjected to 30 minute inhalations of nickel carbonyl in concentrations of four 
parts per million three times a week for one year. These neoplasms were not 
observed until two years or more after the initial exposure. Studies reveal that 
cigarette tobacco contains traces of nickel. Estimates of the amount of nickel 
that might be inhaled by heavy smokers of cigarettes are of the order of 
magnitude that has been demonstrated to be carcinogenic for rats.—Drs. F. 
William Sunderman, Sr. and F. William Sunderman, Jr., Jefferson Medical 
College, Philadelphia. 

@ Promising results were obtained with preoperative supervoltage radiation 
in cases of breast carcinoma that were difficult to manage by conventional 
methods. It seems likely that this plan of therapy will become more widely 
adopted. Preoperative radiation theoretically destroys or devitalizes small col- 
lections of neoplastic cells, thus reducing the frequency of local recurrence and 
distant metastasis——Dr. H. Stephen Gallagher, The University of Texas M. D. 
Anderson Hospital and Tumor Institute, Houston. 


MicROPHONE DETECTS ARTHRITIS 


November 1960 


International Congress of Physical Medicine: 

@ A microphone fastened to the knees of individuals can detect rheumatoid 
arthritis in advance of radiologic changes. Osteoarthritic knees produce a series 
of high-frequency bursts at irregular intervals. Normal knee joints produce 
sounds relatively uniform in intensity, frequency and wave pattern.—Dr. Her- 
bert Fischer, Rehabilitation Institute, Chicago. 

@ Ultrasound therapy, electric stimulation and a carefully graded exercise 
program have been used to restore motion to joints of hemophiliacs which 
were damaged by bleeding. Augmenting the traditional bed rest, traction and 
splinting with physical therapy produced better results than otherwise would 
have been predicted——Dr. Elizabeth Austin, California Hospital, Los Angeles. 

@ Patients with transection of the lower part of the cervical spinal cord 
should never be considered as helpless and hopeless cripples. Surgical recon- 
struction may free some patients from the use of appliances, depending on age, 
emotional stability, motivation and intelligence of the patient—-Dr. Earl C. 
Elkins, Mayo Clinic, Rochester, Minn. 
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Whats Happening in Medicine 


FIVE YEAR SURVIVAL RATE UP 


Fourth National Cancer Conference: 

® A nationwide survey covering 212,368 patients shows a trend toward 
an increase in five year survival for patients with almost all major types of 
cancer except breast cancer. Significant increases in five year survival rates 
were recorded for cancer of the rectum, large intestine and thyroid in both 
sexes. In lung cancer, following surgery, women achieved a 62 per cent five year 
survival rate; men achieved only 30 per cent. In lung cancer treated non- 
surgically, there was no difference in survival rates between men and women. 
—Dr. Walter L. Mersheimer, New York Medical College, New York. 

@ Questionnaires answered by 43,235 Americans show that only 19 per 
cent of the men and 27.3 per cent of the women had seen a physician within 
the past year because of blood in the urine; only 34 per cent of the women 
had seen a physician about a lump in or thickening of the breast; and only 
11.9 per cent of the men and 17.6 per cent of the women said they had seen 
a doctor within the past year about any other of the 11 complaints commonly re- 
garded as cancer warning signals——Dr. E. Cuyler Hammond, American Cancer 
Society, Inc., New York. 

@ In a series of 635 patients, exploratory surgery was carried out on 100 
consecutive patients in whom there was an unidentified abnormal radiologic 
density. Bronchogenic carcinoma was found in 40 per cent of this questionable 
group. It is apparent that chance of finding cancer in abnormal x-ray densities 
far outweighs the 2 per cent mortality risk of surgical exploration—Dr. Richard 
H. Overholt, Tufts University School of Medicine, Boston. 


COSMIC RAYS LINKED TO MULTIPLE SCLEROSIS 
International Symposium on Response of the Nervous System to Ionizing 
Radiation: 

@ The frequency with which multiple sclerosis occurs in widely separated 
areas was found to vary in a systematic manner with geomagnetic latitude; 
therefore, the possibility arises that cosmic rays might in some way be a factor 


in the occurrence of the disease—Dr. John S. Barlow, Massachusetts General 
Hospital, Boston. 


OSTEOARTHROSIS TREATED WITH ULTRASONICS 


International Conference on Ultrasonics: 

@ In a series of 119 patients with osteoarthrosis of the spine, 108 reported 
complete restoration to active life after receiving ultrasonic therapy. Symptoms 
were low back pain, leg weakness and difficulty in walking—Dr. W. Gordon 
Rich, Hobart, Australia. 

@ Ultrasonic radiation is the treatment of choice in fibromyositis, myo- 
fascitis, myositis, radiculitis, neuritis, osteoarthritis of the peripheral joints, 
scars, phantom limb, causalgia, neuroma, herpes zoster and some cases of 
peripheral joint involvement due to rheumatoid arthritis——-Dr. David Rubin, 
University of Southern California School of Medicine, Los Angeles. 

@ A study of modulation of ultrasonic energy by movements of structures 
within the chest shows that the characteristics of energy transmission and 
absorption may eventually prove useful in diagnostic studies of benign and 
malignant lesions found in the thorax.—Dr. J. J. Wild, St. Barnabas Hospital, 
Minneapolis. 

@ An over-all improvement of 81.9 per cent was shown in approximately 
1500 patients with bursitis who were treated with ultrasonic radiation.—Dr. 
John H. Aldes, Cedars of Lebanon Hospital, Los Angeles. 
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compatible with other cardiovascular therapies: MER/29 can be used along 
with other measures to control anxiety, hypertension, obesity, and other conditions 


associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-function tests, 
are desirable. Side effects (nausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug 
should not be administered during pregnancy. 

supplied: Bottles of 30 pearl gray capsules. 


.. the first cholesterol-lowering agent to inhibit the formation of excess 
cholesterol within the body, reducing both tissue and serum cholesterol 


..no demonstrable interference with other vital biochemical processes 
reported to date 


.. convenient dosage: one 250 mg. capsule daily before breakfast 


.. toleration and absence of toxicity established by 2 years of clinical 
investigation 


MER/29 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.: Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., ef al.: 
A. M. A. Arch. Int. Med, 104:527 (Oct.) 1959. 4. Lisan, P.: Proceedings, Conference on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: Ibid., 
p. 612. 6. Hollander, W., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 
Ibid., p. 544. 9. Morrison, L. M.: J.A.M.A. 173:884 (June 25) 1960. 


THE WM. S. MERRELL COMPANY 0-s619 
Cincinnati 15, Ohio St. Thomas, Ontario 
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Quality Control, Part 2 


ELLIS S. BENSON* AND ESTHER F. FREIER+ 


University of Minnesota Medical School, Minneapolis 


Carerutty conducted surveys'® have indi- 
cated that the demands of modern medicine 
for high standards of laboratory performance 
are not always met in clinical laboratories. Un- 
doubtedly a number of factors contribute to 
substandard performance. Among these fac- 
tors are poorly trained technical personnel 
and an inadequate number of trained _per- 
sonnel. A factor frequently overlooked, how- 
ever, is the tendency of many clinical labora- 
tories to overstress the volume of laboratory 
reporting rather than the quality of the work 
performed. One might suggest that a labora- 
tory which is entirely satisfied with the quality 
of its work is a victim of self-delusion. A de- 
votion to an ever-improving quality of per- 
formance should be part of the mission of 
every clinical laboratory. 

In last month’s column, we described some 
measures useful in the surveillance of quality 
in clinical chemistry. These included the use 
of standard solutions, replicate analyses, re- 


*Director of Hospital Laboratories and Associate Professor of Clinical 
Laboratory Medicine and of Pathology; tAssistant Professor of Medi- 
cal Technology, University of Minnesota Medical School, Minne- 
apolis, Minnesota. 


covery of added determinant, reference meth- 
ods, and control solutions. In this discussion, 
these measures are described in greater detail. 

When should one use control measures and 
what measures should one use? Every quanti- 
tative procedure should be controlled in some 
way. Standard solutions should be used in 
every method where it is possible to use them, 
that is, whenever high-grade, stable standard 
material is obtainable. Very possibly, many 
of the inadequacies brought out by interlab- 
oratory surveys result from use of calibration 
curves prepared by the manufacturer, unveri- 
fied in the laboratory by the use of standard 
solutions, and from too much reliance on the 
manufacturer’s “cookbook” instructions for 
the analyses. Standard solutions should be 
used not just once or occasionally but with 
each batch of unknowns. In the laboratory in 
which this is not being done, this measure 
alone should provide improved quality of 
performance. 

Replicate analysis is a means of assessing 
the precision of a method. The precision of 
each method in use under actual conditions 

(Continued on page A-40) 
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(Triacetyloleandomycin, Triaminic® and Calurin®) 


{ safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 


t re) against certain antibiotic-resistant organisms. 
contain fast decongestion 
the ( Triaminic®, 25 mg., three active components stop run- 
b act eria-prone ning noses. Relief starts in minutes, lasts for hours. 
cold well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY - LINCOLN, NEBRASKA 
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Laboratory Notes 


of day-by-day operation of the laboratory 
should be determined by the use of duplicate 
analyses, as described later. Analyses which 
are of low precision (e.g., determination of 
protein-bound iodine) or which require a high 
degree of precision (e.g., serum calcium) 
should be regularly carried out in duplicate. 

Control solutions should be included with 
virtually all analyses of blood and serum con- 
stituents. Since these lend themselves to sim- 
ple statistical analysis, they can be used to 
provide a day-by-day running commentary on 
technical performance, environmental con- 
stancy, state of reagents, instrumental per- 
formance, and all factors influencing the 
validity of results. 

In order to use control solutions in this 
manner, one must establish certain “ground 
rules” based on a statistical consideration of 
control data. Important among these are the 
limits of permissible variation of determined 
values of the control solutions from day to 
day, termed here “control limits,” and the 
limits of permissible variation between dupli- 
cate determinations of control solutions or 
unknowns. 

To obtain an expression of permissible vari- 
ation of the control solution, one may analyze 
control solutions from one pool day by day 
with batches of unknown samples until 30 
successive pairs of results have been obtained. 
From these data, an estimate of the mean 
value of the control pool and the standard de- 
viation (7) from the mean may be obtained 
by either of the following two empiric rela- 
tionships: (1) The standard deviation is equal 
to the square root of the sum of the squares 
of the differences between each pair of dupli- 
cates (d), divided by twice the number of 
pairs (N), or in mathematical expression: 


or (2)30—=+1.88R. 
2N 


where R is the mean difference between 
duplicates.’ 

When the control solutions are used, one 
“stakes out” a range from 3 7 above the mean 
to 3 « below the mean as encompassing the 
range of normal variation around the mean 
value of the control solution. The limits of 


this range are the control limits, and when 
the value of the control on subsequent daily 
analyses lies within these limits, the method 
is “in control” by this criterion. 

One must remember that in order to use 
control solutions effectively in this manner, 
they must be incorporated in each batch of 
unknowns and must be treated in every respect 
as unknown samples. They must go through 
the analysis stepwise with the unknown in 
order that they may fully reflect the impact 
of all factors bearing on the validity of the 
determination. 

The limits of permissible variation between 
pairs of control solutions (or unknowns) are 
expressions of the precision of analysis under 
actual working conditions. This precision may 
not correspond with that obtained under ideal 
circumstances, for example, when 10 replicate 
determinations are made by one operator on 
a single day. However, this is not the precision 
we wish to know. We wish to know that of 
the working laboratory. 

An empiric formula for establishing the 
limits of permissible variation between dupli- 
cates (D) is: D = 3.27 R, where R again is 
the average difference between duplicates.* 
Again, this is established by analyzing at least 
30 successive paired determinations of a con- 
trol solution from one pool. Subsequently, 
when paired control solutions deviate from one 
another by more than the allowable value, the 
procedure is deemed “out of control” due to 
factors affecting the precision of analysis. 

Of what help to us are methods and data 
such as these? Quality control measures as- 
sist the clinical laboratory by (1) providing 
the opportunity for more meaningful inter- 
pretation of results; (2) monitoring perform- 
ance and alerting the operator when factors 
which would tend to invalidate the results 
enter the analysis; (3) strengthening the con- 
fidence of the laboratory staff in the validity 
of its results; and (4) promoting ever-im- 
proving quality. 

Interpretation of results is improved by a 
knowledge of precision of analysis. This 
knowledge is derived from control data by 
the methods described for determining stand- 

(Continued on page A-42) 
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Laboratory Notes 
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FIGURE 1. A control chart on determinations of serum uric acid. (See text for explanation.) 


ard deviation from paired controls. The pre- 
cision is conveniently expressed as a per cent 
of the determined value, in which case it is 
termed “allowable error” and is expressed by 
this formula: 

30 


Allowable error = . x 100 
mean determined value 


When the unknown samples are run as single 
analyses, confidence limits (3 7) are deter- 
mined by this equation: 3 * = 2.66 R, where 
R again is the mean difference between dupli- 
cate controls. 

The allowable error should be determined 
for all methods under quality control. Refer- 
ence to it may be useful in interpreting serial 
changes in some determinant, such as serum 
potassium. 

Control solutions will graphically monitor 
a method of analysis when one uses a control 


chart. As an example, a portion of an actual 
control chart from our chemistry laboratory 
is reproduced in figure 1. It illustrates deter- 
mined values for uric acid on samples of 
frozen pooled serum included with successive 
batches of unknown samples. The ordinate 
represents uric acid concentration in milli- 
grams per cent and the abscissa represents 
batch numbers in chronologic order. Mean de- 
termined value of the control had been estab- 
lished as 5.53 mg. per cent, and control 
limits as 5.36 and 5.70 mg. per cent (3 ¢ = 
0.17). The control solution was run in dupli- 
cate, and the differences between duplicates 
are recorded by batch in the lower graph. The 
maximal allowable difference between dupli- 
cates was 0.25 mg. per cent. In the middle 
portion of the chart, changes in reagents or 
standards are indicated. Note that the method 
(Continued on page A-44) 
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Laboratory Notes 


. Aminoantipyrine method 


a 


Mean = 15.2 


Standard deviation =~ 1.1 


Average difference 


between duplicates = 0.56 


FIGURE 2. Comparison of the pre- 


cision of analysis obtained in de- 


termining serum alkaline phospha- 
tase activity by the Kind and King’ 


King-Armstrong method 


aminoantipyrine method (upper 
chart) and by the King and Arm- 


Mean =15.2 


strong’ method (lower chart). 


Units on abscissa are the same for 
the two methods. 


(Reproduced by courtesy of Freier and 


Rausch.®) 


Scale Standard deviation = * 1.9 
Average difference 
between 
ll 
10 11 12 13 14 15 16 17 18 19 
| King-Armstrong units per cent | 


was out of control on four occasions, once 
for two successive batches. On only one of 
these occasions was the precision, based on 
the difference between duplicates, also un- 
acceptable. On three occasions the difficulty 
was corrected by introducing new working 
standards. The fourth out-of-control batch, D, 
was coincident with the introduction of a new 
quantity of the special uric acid reagent used. 
When this was replaced, the controls returned 
to an acceptable range. 

On most methods, we do not maintain con- 
trol charts but, after finding the mean value 
and confidence limits for a control solution, 
we simply compare values obtained on the 
control included in each batch. When the 
value is out of control, i.e., outside the control 
limits, the results are rejected and analysis 
of the batch is repeated after a check of the 
most likely sources of trouble. Control solu- 
tions are always overlapped; a new control 
solution is introduced when the supply of an 
old one is dwindling. Thus the mean and con- 
trol limits of the new one are established with 
the method in control, as indicated by the old 
solution. 

~A procedure in which the confidence limits 
are too broad and there is too much variation 
of control values comes under suspicion. An 


effort is made either to improve precision 
of the method or to replace it by a method 
having better precision. Figure 2, taken from 
the article by Freier and Rausch,® shows a 
comparison between two methods for ana- 
lyzing activity of serum alkaline phosphatase. 
The lower chart illustrates the spread of con- 
trol values by King and Armstrong’s® method, 
which in our laboratory showed a distressing 
degree of variation. When Kind and King’s’ 
method (upper chart), using aminoantipyrine, 
was substituted, more acceptable confidence 
limits were obtained. 

Methods are replaced by new ones in our 
laboratory when low precision can be im- 
proved by introducing a new method, as in 
the case cited, or when they are cumbersome 
and a new, more rapid and convenient method 
is available which may be introduced without 
loss of precision. Thus, the precision of each 
method must be evaluated under working con- 
ditions of the laboratory when such a change 
is contemplated. 

Use of data expressing precision in terms 
of allowable error is illustrated in table 1. 
With the exception of cholesterol, the figures 
for 1957 are taken from the paper of Freier 
and Rausch’ and are compared with allowable 

(Continued on page A-46) 
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Laboratory Notes 


TABLE 1 


ALLOWABLE Errors OF PROCEDURES IN THE CHEMISTRY 
Lasoratory, UNIveRsITY OF MINNESOTA HospPITALs 


TABLE 2 


INCIDENCE OF BaTcH FAILURE CAUSED BY 
UNACCEPTABLE VALUES FOR CONTROL 


ALLOWABLE ERROR IN PER CENT BATCHES OUT OF CONTROL IN PER CENT 
PROCEDURE OF DETERMINED VALUE PROCEDURE OF ALL BATCHES RUN 
1957 1960 1957 1960 

Creatinine 11.0 nF Calcium 14 6 
Urea 10.0 6.9 Phosphorus 7 8 
Glucose 5.4 4.77 Potassium 3 8 
Chloride 2.1 2.4* Uric acid 25 16 
Sodium 15 Tt 
Potassium 2.8 
Phosphorus 5.6 5.6" heimer and Sperry’s'- method was used in 
proteins 1955 and when Abell’s’* method (present pro- 
Chelesterel 5.8%? 37° cedure) was employed. The increase in pre- 
Alkaline phosphatase 9.9 6.1° cision with introduction of the more rapid 


1. No change in method. 

2. Autoanalyzer introduced in interim. 

3. Rapid semiautomatic method introduced in 1958 
(Cotlove Chloridometer).* 

4. Unknowns performed in duplicate. 

5. Improved, more rapid method introduced in interim. 

6. Method simplified in interim. Number of pipettings 
reduced by use of automatic pipet. 

7. Figure is for 1955, before change in method. 


errors of the same procedures from the same 
laboratory three years later. In all instances 
in which no change had been made in the 
method, allowable error remained essentially 
the same. In several instances improvements 
in both speed and convenience of the deter- 
mination have been made, and in these i:- 
stances precision either has remained the 
same or has actually improved. For example, 
calcium formerly was determined by Kramer 
and Tisdall’s®? method, which was performed 
on 2 ml. of serum and required two days for 
completion. This method was replaced prior 
to 1957 by a rapid titration directly on serum 
using a chelating agent. The latter method 
has subsequently been further improved; it 
can be used on as little as 0.1 ml. of serum 
and be completed in 20 minutes.'® This change 
was made without loss in precision. 

Several procedures have been adapted to 
determination by the Technicon Autoana- 
lyzer,'’ with gain in convenience and in some 
cases increased precision. 

In the case of cholesterol, the figures in 
table 1 indicate allowable error when Schoen- 


and convenient Abell method was such that 
it was possible to discontinue duplicate anal- 
yses of unknowns. 

The incidence of batches which are out of 
control is also an index of the usefulness and 
reliability of a method. A high incidence of 
“batch failure” due to this cause is a signal 
that the method of determination needs im- 
provement or that there are technical inade- 
quacies. The reduction in this incidence 
through improvements in the calcium method 
at the chemistry laboratory, University of 
Minnesota Hospitals, is illustrated in table 2. 
Without any change in precision, the inci- 
dence of out-of-control batches in the uric acid 
determination (table 2) was reduced by more 
care in the replacement of the working stand- 
ard and the special uric acid reagent, both 
of which are rather unstable. 

In summary, steps toward improved pre- 
cision and accuracy in clinical chemistry may 
be taken through the use of quality control 
measures. These measures will not in them- 
selves provide technical adequacy. This can 
be provided only by the skill, knowledge and 
alertness of competent technologists who are 
adequately trained for their role. But to these 
technologists, the surveillance of technical 
adequacy and other factors affecting validity 
of results which quality control measures pro- 
vide is a source of confidence, a signal of 
imminent difficulty, and an inducement to- 
ward ever-improving quality of performance. 

(Continued on page A-48) 
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Robaxisal 


ROBAXIN® WITH ASPIRIN 


ROBAXISAL, a new dual-acting muscle relaxant-analgesic, effectively treats both skeletal 
muscle spasm and severe pain due to or associated with the spasm. Each Tablet contains: 


e A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 

painful skeletal muscle spasm, with unusual freedom from undesired side effects........ 400 mg. 
*Methocarbamol ‘Robins’ U.S. Pat. No. 2770649. 

e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 

and which has added value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


SUPPLY: Rosaxisat Tablets (pink-and-white, laminated) in bottles of 100 and 500. 
Also available: Ropaxin Injectable, 1.0 Gm. in 10-cc ampul. Ropaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


.-. 07 when anxiety accompanies pain and spasm: ROBAXISAL®-PH (Robaxin® with Phenaphen®) . Sedative-enhanced analgesic 
and skeletal muscle relaxant. Each two white-and-green laminated RopaAxisAL-PH tablets contain: methocarbamol 800 mg., 
plus the equivalent of one Phenaphen capsule (phenacetin 194 mg., acetylsalicylic acid 162 mg., hyoscyamine sulfate 0.031 mg., 
and % gr. phenobarbital 16.2 mg.). Bottles of 100 and 500. 


. Making today’s medicines with integrity 
A. ROBIN SC C Richmond 20, Va. with persistence 


NEW muscle relaxant-analves 


Laboratory Notes 


A present-day trend in clinical chemistry, with 
increasing work load, is toward simplification 
of methods and automation. Quality control 
allows one to decide, in substituting a simpli- 
fied or an automatized method for a cumber- 
some but precise one, whether the effect on 
precision under actual working conditions is 
worth the saving in time and convenience. 

Finally, one of the most valuable results of 
quality control is the fact that its use con- 
tinually emphasizes to the laboratory staff that 
“trouble is normal”: Reagents deteriorate, in- 
struments fail, and other subtle influences in- 
trude on the determination. In a busy labora- 
tory, few working days pass without some 
difficulty of this type arising. The technologist 
at the bench becomes aware of it when alerted 
by an errant control. 
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ME El Postgraduate Courses 


AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF 
Science, New York: Annual meeting to be held De- 
cember 26-31. For further information, write to: Sidney 
S. Negus, Medical College of Virginia, Richmond. 


University of Nepraska or Mepicine, OMAHA: 
Postgraduate course in physical medicine to be held 
March 24, 1961. Other postgraduate courses have been 
announced previously. For further information, write to: 
Postgraduate Affairs, University of Nebraska College of 
Medicine, 42nd and Dewey, Omaha 5. 


Queens Hospitat Center, Jamaica, New York: Course 
in the medical uses of radioisotopes, with weekly ses- 
sions beginning February 7 and continuing for four 
months. For further information, write to: Dr. Philip J. 
Kahan, Supervising Medical Superintendent, Queens 
Hospital Center, 82-68 164th Street, Jamaica 32. 
TuLane University ScHoot or Mepicine, Division OF 
Grapuate Mepicine, New Orveans: Continuation courses 
for 1961: 


Adolescent medicine, February 8-11 
Surgery of the foot, February 16-18 
Diseases of the esophagogastric junction, February 
20-24 
Recent advances in diagnosis and therapeutic technics 
in cancer, March 2-4 
Newer concepts of cardiorespiratory disease in chil- 
dren, April 13-15 
Ear, nose and throat in general practice, April 20-21 
For further information, write to: Director, Division of 
Graduate Medicine, 1430 Tulane Avenue, New Orleans. 


Yate University ScHoot or Mepicine, New Haven, 
Connecticut: Postgraduate courses for 1960 and 1961, 
presented in eight weekly sessions: 
Public health, biostatistics applied to medicine, Feb- 
ruary 2-March 30 
Diagnosis and management of diseases of the kidney, 
February 1-March 22 
For further information, write to: Dr. Arthur Ebbert, 
Jr., Associate Dean, Office of Postgraduate Medical Edu- 
cation, 333 Cedar Street, New Haven 11. 
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new, improved, 
more potent relaxant 
for anxiety and tension 


e effective in half the dosage required with meprobamate 


e much less drowsiness than with meprobamate, 
phenothiazines, or the psychosedatives 


e does not impair intellect, skilled performance, 
or normal behavior 


e neither depression nor significant toxicity has been reported 


alert tranquillity 


EMYLCAMATE 


¢ a familiar spectrum of antianxiety and muscle-relaxant activity 

* no new or unusual effects—such as ataxia or excessive weight gain 

+ may be used in full therapeutic dosage even in geriatric or debilitated patients 
no cumulative effect 

simple, uncomplicated dosage, providing a wide margin of safety for office use 


STRIATRAN is indicated in anxiety and tension, occurring alone or in 
association with a variety of clinical conditions. 
Adult Dosage: One tablet three times daily, preferably just before meals. 
In insomnia due to emotional tension, an additional tablet at bedtime usually 
affords sufficient relaxation to permit natural sleep. 
Supply: 200 mg. tablets, coated pink, bottles of 100. 
While no absolute contraindications have been found for Striatran In full recommended dosage, 
the usual precautions and observations for new drugs are advised. 

For additional information, write Professional Services, 

Merck Sharp & Dohme, West Point, Pa. 


m@o MERCK SHARP & DOHME, DivisSiON OF MERCK & CO., Inc., WEST POINT, PA. 


STRIATRAN IS A TRADEMARK OF MERCK & CO., INC, 
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Forensic 


Medicine 


INTRODUCING_ 


OLIVER C. SCHROEDER, JR. 


Since February 1954 PostcrapuaTe Mepicine has included among its regu- 
larly published features a section of forensic medicine. The contributing authors 
for this department have included leading authorities among physicians, attorneys 
and judges concerned with the field of forensic medicine and its relation to the 
practicing physician. Now, the Editors are pleased to announce that starting 
with this issue of the Journal, Oliver C. Schroeder, Jr., LL.B., director of the 
Law-Medicine Center and professor of law at Western Reserve University, 


Cleveland, assumes the direction of PostcRADUATE MEDICINE’s department of 


forensic medicine. Dr. S. A. Levinson, who has been senior editor for this 
section, and Dr. Milton Helpern, consulting editor, will continue to serve as 


advisers for this department. 


Professor Schroeder, who has been director of the Western Reserve Law- 
Medicine Center since its establishment in February 1954, was graduated (B.A., 


summa cum laude) from Western Reserve University in 1938 and from the 


Harvard University School of Law in 1941. Following a tour of active duty 
with the U. S. Navy from 1943 to 1946, he became assistant general counsel 
of the Cleveland Transit System, meanwhile teaching part time at Western Re- 
serve. He became a full-time member of the faculty of the School of Law in 
September 1948. 


Mr. Schroeder is a member of various professional organizations including 
the Cleveland, Ohio State and American Bar Associations, Inter-American Bar 
Association, of which he is a senior member, American Academy of Forensic 
Sciences, American Society of International Law, and others, in addition to 
serving actively on numerous civic and governmental committees. He currently 


holds the rank of commander in the U. S. Naval Reserve. 
i (Continued on page A-60) 
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| susceptible 
| organisms | 
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® 


(triacetyloleandomycin) 


even 
| in many 
| resistant 
Staph** 
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1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects —in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


* In 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of irifection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAQ was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 


and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 


SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,botties of 60. 
TAO ORAL SUSPENSION—125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 
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Mechicine 


Forensic Medicine: Yesterday, 


Today and Tomorrow 


OLIVER C. SCHROEDER, JR.* 


Editorial Comment 


To assume responsibility for a “Forensic Medi- 
cine” column in today’s swiftly changing medi- 
colegal world offers a serious challenge. When 
that column appears in a significant medical 
journal such as PostcrapuATE MEDICINE, the 
challenge becomes most stimulating. The excel- 
lent quality of previous columns has established 
a high standard of professional literature. To 
maintain this quality is our duty; to advance 
it, our hope. 

The medical profession today makes an in- 
creasingly important contribution to our admin- 
istration of justice. To enhance the wisdom and 
truth of that contribution should be the primary 
purpose of this column. To achieve this purpose, 
we shall endeavor to acquaint the physician with 
the various opportunities for medical knowledge 
in our legal system. In addition, materials from 
allied fields of knowledge will be offered. The 
law does not and cannot place exclusive reli- 
ability for legal solutions in one segment of 
human experience, not even in the medical prac- 


*Director, The Law-Medicine Center, and Professor, School of Law, 
Western Reserve University, Cleveland, Ohio. 
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tice with its long history of deep devotion to the 
pursuit of truth. The law summons all human 
experience to aid in the solution of human prob- 
lems. To make physicians aware of these allied 
areas of knowledge is the second purpose for 
these columns. 

A final purpose in these monthly publications 
should be to offer a common meeting ground 
for two ancient professions which have con- 
tributed so much to human society. From this 
common meeting ground must come viable solu- 
tions to modern man’s perplexing medicolegal 
problems, which continue to emerge within our 
urban, industrialized society. 

The editor and invited authors will seek to 
fulfill these three purposes. To the extent that 
our readers’ minds are stretched and their spirits 
unfettered, we shall consider our writings to be 
satisfactory. 


Ar the threshold of any survey of forensic 

medicine is the need to define precisely the 

terminology. Three terms are in current cir- 

culation: “forensic medicine,” “legal medi- 
(Continued on page A-62) 
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cine” and “medical jurisprudence.” “Forensic 
medicine” was coined in England and Scot- 
land; “legal medicine” emerged in France 
(médecine légal) and Germany ( gerichtliche 
Medizin). In the United States both terms are 
commonly used, as medical schools will in- 
clude either legal medicine or forensic medi- 
cine as a department or as an organized phase 
of the curriculum. To complicate matters fur- 
ther, however, our American experience has 
added the term “medical jurisprudence.” 

“Medical jurisprudence is the science which 
treats of the application of medical and surgi- 
cal knowledge and skill to the principles and 
administration of the law. It comprises all legal 
subjects which have a medical aspect.” 

Often, these three terms are interpreted to 
include identical matters—the application of 
medical knowledge to the administration of 
justice.” But some have limited medical juris- 
prudence to the narrower scope of the laws 
which are concerned with the practice of 
medicine, for example, contracts, torts, licens- 
ing and the like. 

Perhaps it is regrettable from the viewpoint 
of terminology that the descriptive term sug- 
gested in 1876 by the distinguished medical 
educator Dr. Stanford Emerson Chaillé* has 
not been adopted. That term was “state medi- 
cine.” Twentieth-century American medicine 
would probably revolt against this term, but 
Dean Chaillé, of Tulane University School of 
Medicine, conceived of his state medicine as 
being completely free from political implica- 
tions and machinations. 

In describing the role of medicine in rela- 
tion to the people’s welfare, Chaillé wrote:* 

“Has State Medicine become necessary to a 
nation’s progress in civilization? Can services 
essential to the welfare of a people be ren- 
dered by other than medical officers? Who 
will deny that no well-governed State can dis- 
pense with medical instructors; with physi- 
cians in charge of its hospitals and asylums; 
with medicolegal experts; with inspectors to 
watch over the execution of proper laws for 
prohibiting quackery and the sale of quack, 
feeticidal, poisonous, and adulterated drugs 
and food, and also to certify to every death 
with its cause, after personal examination; 
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with registrars of vital statistics to record not 
only marriages, births, and deaths, but also 
prevailing diseases with their causes; and, 
finally, with sanitary officers to guard the 
public health by vaccination, quarantine, se- 
clusion, disinfection, and all known means?” 

The term state medicine has not survived. 
The idea of medicine in the law serving so- 
ciety, however, is as fresh today as when Stan- 
ford Chaillé presented the original writing in 
Philadelphia at the International Medical Con- 
gress in 1876. In fairness to the distinguished 
physician, it must be emphasized that in his 
writing he also utilized the terms medical 
jurisprudence, legal medicine and forensic 
medicine. State medicine, however, remained 
his favorite expression. 

This column labeled “Forensic Medicine” 
must therefore be unbounded. We shall adopt 
the full meaning of medicine in the law, un- 
inhibited by terminology and with the en- 
thusiasm so eloquently engendered by Chaillé’s 
writings. 


History of Forensic Medicine 


Once disposing of the problem of semantics, 
we turn to the history of forensic medicine. A 
spectrum of time from man’s earliest medico- 
legal experiences ‘to the year 1960 would in- 
clude many events, but a few bold spectral 
bands do stand out (table 1).°7 

This modest chronology tells only part of 
the story. The history we call prologue is 
better served by understanding the great 
movements in human thought. These move- 
ments, unlike individual experiences, have 
been marked not by a specific year but by a 
decade or a century, not by one event but by 
a collection of events, and not by one per- 
sonality but by a group. 

The one overpowering movement affecting 
all human society, particularly law and medi- 
cine in all their aspects, is the increasing in- 
terdependence and integration of human life. 
This interdependence and integration of to- 
day’s life are difficult to comprehend. It has 
come on us swiftly. Traditionally, our profes- 
sional education in both medicine and law 
has primarily emphasized our separate paro- 

(Continued on page A-64) 
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TABLE 


CHRONOLOGY OF ForENsIC MEDICINE 


DEVELOPMENT 


1850 


460 


A.D. 
117 to 138 


529 to 564 


1200 to 1250 
1507 


1553 


1602 | 


1620 


1650 
1720 
1788 | 
1803 | 


1937 | 


| 


Man’s first written records reveal law-medicine problems in Egypt, Sumer, Babylon, India and China. 


[mhotep of Egypt, chief physician to the court of the Pharaoh Zoser, was also chief justice, chief 
magician and grand vizier. 


The earliest record, a clay tablet, of the first murder trial which occurred in Sumer was found 
some years ago. 


Hippocrates was born. He and others discussed the relative fatality of wounds in different parts 
of the body, the average period of pregnancy, and malingering. 


During the rule of Hadrian, the medicolegal issue of prolonged pregnancy and legitimacy was 


resolved by physicians and philosophers. 


The Justinian Code and Institutes regulated the practice of medicine and surgery and established 
the function of the medical expert for legal procedures. 


In China, a manual was prepared to aid in the investigation of deaths. 


The penal code of the Bishop of Bamberg officially recognized forensic medicine as a separate 
entity. 


The Caroline Code enabled Europe to obtain medical testimony to guide judges in cases of 
murder, wounding, poisoning, hanging, drowning, infanticide, abortion and other injuries to the 
person. 


The first great work on forensic medicine, written by the Italian physician Fortunato Fedele, was 
published. 


Papal canon laws, written by the pope’s physician Paola Zachia, collected many medicolegal 
questions and answers. 


Michiaelis gave the first lecture on legal medicine at the University of Leipzig. 
Professorships of legal medicine were founded by the state in Germany. 
Louis, the first teacher of systematic forensic medicine in France, published his memoirs. 


Great Britain began to include forensic medicine in medical education with the first chair of 
forensic medicine at the University of Edinburgh. 


The first intramural department of legal medicine in an American medical school was established 
at Harvard University. 


The case of the United States versus Durham emphasized the legal-psychiatric implications of 
criminal justice and gave birth to a mass of contemporary literature on forensic psychiatry. 


unheeded.® 


chial disciplines. Chaillé’s warning that the 
wise and truthful solution of medicolegal prob- 
lems demands the utilization of medicine went 


Forensic Medicine Today 


Today, forensic medicine displays intellec- 
tual turbulence. The primary concern centers 
on the expert medical witness and his position 
in legal decision making. History has revealed 
that the physician in the courtroom is the 


traditional contribution of forensic medicine 
to justice. With the development of the com- 
mon-law adversary system of jurisprudence in 
Britain, the medical expert became a partisan, 
or at least felt he became such. In the older 
continental jurisprudence, the inquisitorial 
system utilized all witnesses, including the 
physician, as court (not party) witnesses. 
Perhaps this legal history alone explains why 
forensic medicine has been more successfully 
(Continued on page A-66) 
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used for justice on the European continent 
than in the common-law countries, such as the 
United States, which have accepted Britain’s 
legal system. Regardless of the cause, the fact 
remains that in the United States today the 
liveliest intraprofessional and _ interprofes- 
sional discussions revolve about the witness- 
doctor “selling his testimony” as a witness for 
a plaintiff or defendant. Modern courts have 
warned of this danger:” 

“Expert testimony on matters not within 
common knowledge and experience is neces- 
sary to enable juries to determine questions 
of fact submitted to them, and there are ex- 
perts of great knowledge and high personal 
standing whose opinions delivered without 
bias are a substantial aid to the attainment of 
justice. That class of evidence, however, is 
generally discredited and regarded as the most 
unsatisfactory part of judicial administration. 
This is with good reason, because the expert 
is often the hired partisan and his opinion is 
a response to a pecuniary stimulus. The opin- 
ion has the sanction of an oath but lacks the 
substantial safeguard of truth applied to testi- 
mony concerning facts observed by a witness 
which is afforded by the criminal law since 
the opinion is the result of reasoning, and no 
one can be prosecuted for defective mental 
processes. The field of medicine is not an exact 
science, and the expert being immune from 
the penalties for perjury, his opinion is too 
often the natural and the expected result of his 
employment.” 

With the accelerating interchange of knowl- 
edge between law and medicine now in prog- 
ress, at least one court has noted the new, 
decisive role which is now played by the medi- 
cal witness: 

“An expert medical witness is an important 
part of the technique of personal injury litiga- 
tion. He generally is a persuasive, fluent, im- 
pressive witness, able to make the jury under- 
stand that what he is telling them is the 
product of years of educational preparation 
and medical experience, with particular refer- 
ence to and emphasis on the specialty in- 
volved. . . . Having made his introduction, 
he then will state his findings upon examina- 
tion of the plaintiff and, by means of a long 


hypothetical question devised for that pur- 
pose, will relate the cause of the pathological 
condition to the accident and give his prog- 
nosis. That he is being paid by one side is 
always skillfully lost in casual answers to cross- 
examining cynical questions, by a modest 
shrug indicating that a charge is made per 
hour or day, which seems wholly inconsequent 
to the large proportions from which his great 
capacities emerge. Thus is set the basis for 
the jury’s finding on damages. 

“The fluency of the contemporary doctor is 
a matter of amazement and perhaps envy to 
the profession supposed to have a monopoly 
on the use of language. It was not long ago 
that the spate of literature—fictional, bio- 
graphical, scientific and historical—that issued 
from the pens of wielders of the scalpel and 
distributors of capsules startled literary critics. 
One, with a touch of bitterness, ventured to 
say that to become a successful writer it was 
necessary to have a medical degree. Even so, 
little did the non-litigating public know the 
true rhetorical masterpieces that came from 
the lips of medical experts on the witness 
stand and how they, as much as the lawyers, 
shattered the aerial limits of verdicts in per- 
sonal injury cases and made hundreds of 
thousands grow where only thousands grew 
before. 

“We say all this to put in its true perspec- 
tive the role of this particular type of witness. 
He is part of the trial apparatus of a personal 
injury case. As such, every possible step should 
be taken to channel his contributions in a 
direction that will serve the ends of justice. 
One such step is to make his reports as non- 
partisan, objective and scientific as are the 
other notable activities of his profession.” 

We stand in 1960 within the forensic area 
facing tomorrow’s opportunities. As these 
monthly columns unfold, many diverse topics 
will emerge. By introductory editorial com- 
ment the contemporary significance of the 
article to medicine in the administration of 
justice will be suggested. The variety of topics 
will merely serve to underscore the wide ex- 
tent of influence which medicine now radiates 
through law. 

(Continued on page A-69) 


POSTGRADUATE MEDICINE 


, 

} 

A-66 


Forensic Medicine 


The following list of topics would indicate 
the clustering around certain medicolegal 
problems. 

1. The expert medical witness. What pro- 
cedures and functions can be developed to 
increase accurate and truthful facts and opin- 
ions and to reduce errors? The impartial 
medical witness or panel, the New York plan, 
the Cleveland plan, and others are all perti- 
nent to the solution. 

2. The significance of apparently obscure 
medical facts to the administration of justice. 
How can the general medical practitioner be 
educated to discern facts which raise the issue 
of homicide, suicide, accident or natural 
death? A surprising number of deaths mas- 
querade for something which they are not. 
Criminal implications, tort liabilities, insur- 
ance rights and testamentary problems are all 
involved. 

3. The value of exclusive medical decisions 
to resolve legal rights. Should the physician’s 
determination of a medical fact or opinion be 
the exclusive controlling factor in certain legal 
cases? Blood-alcohol tests for intoxication, 
blood tests for paternity exclusions, rehabilita- 
tion of workmen’s compensation claimants, 
and the causal relationship between a trau- 
matic experience and the precipitation of a 
disease are but a few of the potential areas of 
concern. 

4. The legal rules for the practice of medi- 
cine. What legal obligations of the medical 
practitioner are necessary to regulate medical 
service in contemporary society? Malpractice 
cases and their effect on scientific research 
and medical advancement, the physician’s duty 
to disclose to the community medical matters 
concerning his patient, and the suggested 
methods for meeting medical costs through 
taxation or insurance describe irritating issues 


which are now confronting the members of the 


medical profession. 

5. The physician as legal administrator and 
social engineer in vital but unpublicized areas 
of government and administration. How does 
the physician act when he exercises crucial 
control over legal rights and duties of his 
fellow citizens? The commitment to and re- 
lease from mental hospitals, disability evalua- 
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tion for veteran’s pensions or social security 
payments, and certain workmen’s compensa- 
tion awards are only a few examples of the 
function of the physician-legal administrator- 
social engineer. 

6. The attempts being made to reduce con- 
flict between law and medicine. What are the 
causes of the conflict and how can the causes 
be eradicated? Interprofessional codes, joint 
and cooperative educational experiences, and 
planned law-medicine research offer hope. 

7. The long-range strategy for medicolegal 
progress. What is needed from law and medi- 
cine to produce the well human being in the 
healthy community of a free society? Indi- 
vidual freedom in the urban, industrialized 
society is man’s greatest challenge. 

We are not without some indications of 
the possible solutions to these paramount con- 
cerns. First, a contemporary analysis by 
learned scientists defines the long-range prob- 
lem of our intellectual forces:" 

“When we take the very long view of man’s 
world in the next century we see that the main 
problems are less those of technology than 
they are those of men getting along with other 
men, communicating with other men, and or- 
ganizing themselves in such a way that their 
genius and imagination can be vigorously ap- 
plied to the problems that confront them. Our 
major problems involve the enriching, en- 
larging, improving, and mobilizing of our 
intellectual forces... . 

“We have seen that, in principle, man can, 
if he wills it, create a world where people can 
lead lives of abundance and creativity within 
the framework of a free society. It is apparent 
that there will be many difficulties; there will 
be many dangers. But it seems reasonably 
clear what man must do in order that the path 
may be negotiated. It remains to be seen 
whether he will recognize these problems in 
time and proceed to create a still higher level 
of integration, or whether he will permit his 
civilization at its present stage of development 
to disintegrate, perhaps never to reappear. 
The future of industrial society revolves 
around the question of whether man can learn 
to live with man.” 

(Continued on page A-70) 
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Secondly, the historical faith of Thomas 
Jefferson should ignite our spiritual energies.’* 

“JT join you in branding as cowardly the 
idea that the human mind is incapable of fur- 
ther advances. This is precisely the doctrine 
which the present despots of the earth are 
inculcating . . . and applying especially to 
religion and politics . . . . But thank heaven 
the American mind is already too much 
opened to listen to these impostures; and 
while the art of printing is left to us, science 
can never be retrograde; what is once ac- 
quired of real knowledge can never be lost. 
To preserve the freedom of the mind then 
and freedom of the press, every spirit should 
be ready to devote itself to martyrdom; for as 
long as we may think as we will, and speak as 
we think, the condition of man will proceed 
in improvement.” 

A tradition of centuries buttresses both law 
and medicine. As our forensic medicine 
evolves, let it be said of this generation that 
our devotion to truth and our aspirations for 
progress met the challenges before us not only 
for today but also for tomorrow. 
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NAMRU-2 


PAUL C. HODGES* 


Aone a people who traditionally respect 
scholarship, it is significant that our navy’s 
Medical Research Institute in Taipei rates 
top-level respect and exerts profound influ- 
ence. Officially designated as the Naval Medi- 
cal Research Unit No. 2, it is universally 
called NAMRU-2 and is one of four such 
institutions.+ It owes its origin to farsighted 
wartime civilian officers and career naval 
officers, including Captain C. W. Shilling and 
the friend and classmate of my youth, Rear 
Admiral Clarence J. Brown (now both re- 
tired), and its continued existence is made 
possible by the enthusiastic support of their 
successors. NAMRU-2 operates under the 
Navy Bureau of Medicine and Surgery and 


*Emeritus Professor and Chairman, Department of Radiology, Univer- 
sity of Chicago, Chicago, Illinois. 


*+NAMRU-1: Established during World War II at the 
University of California. 

NAMRU-2: Established during World War II at the 
Rockefeller Institute in New York City; 
transferred to Guam later in the war; re- 
activated in Taipei, Taiwan, in 1955 and 
commissioned on November 6, 1957. 
Established in Cairo, Egypt, in 1946. 
Established at Great Lakes, Illinois, in 
1948; commissioned in June of 1949. 


NAMRU-3: 
NAMRU-4: 
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like all American governmental activities in 
Taiwan is responsible also to the American 
ambassador, Mr. Everett F. Drumright; in 
military matters it is under the control of the 
U. S. Taiwan Defense Command. Officially 
the mission of the laboratory is “. . . to pro- 
vide through medical research essential and 
currently unavailable information on diseases 
and medical disorders of potential military 
significance endemic or epidemic in the Far 
East, and to provide the biological knowledge 
required for controlling the animal and insect 
vectors of area diseases .... In addition... 
provision is being made for the training of 
young bioscientists from China and other 
South East Asia countries both at the tech- 
nical and the professional level.”* 

Modern armed forces by attention to quality 
of food and drinking water and inoculation 
of personnel have practically freed themselves 
from such former scourges as typhoid fever 
and smallpox, but their medical staffs know 
only too well that they remain vulnerable to 
many viral, parasitic, rickettsial and proto- 
zoan diseases transmitted by inhalation or by 
vectors of various sorts. Dean Tu* has pointed 
out that during their first five months on the 
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FIGURE 1. Naval Medical Research Unit No. 2, Taipei, Taiwan. Rendering by C. E. Knight, HMCS, USN. 


(Official photograph U. S. Navy.) 


island in 1895 Japanese troops sustained 28 
deaths from such diseases for every one in- 
curred in battle, the total deaths from both 
causes numbering more than 4800. 

In our modern navy, prepared for a shoot- 
ing war and engaged in a cold one, the medi- 
cal staff must be alert to all the medical prob- 
lems faced by the particular people with whom 
it is working at the moment. Furthermore, it 
is axiomatic that in the armed forces as in 
civilian practice the quality of medical care is 
enhanced if physicians who are so minded are 
given the opportunity to observe, assist in, or 
even independently conduct research. 

For these various reasons and as its name 
indicates, research is the main activity of 
NAMRU-2. Most of it goes on in the substan- 
tial four-story red brick building and annex 
at 7-1 Kung Yuan Lu (figure 1) which have 
been leased from the Chinese government and 
stand adjacent to the National Taiwan Uni- 
versity Hospital near the center of Taipei. 
However, since diseases at least potentially 
epidemic are widespread in this part of the 
world, field trips carry the Unit’s investigators 
not only to all parts of Free China but to many 
other parts of the Orient as well. 

My first contact with NAMRU-2 was through 
my young colleague, Dr. J. Thomas Grayston, 
who in 1957 came out from the University of 
Chicago for a two year stay which has been 
lengthened to three. During my own stay here 
I have come to know the commanding officer, 
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Captain Robert A. Phillips (figure 2), and 
many other members of his staff, have made 
extensive use of the library and occasional use 
of the x-ray department, have hitched a ride 
from Taipei to Hualien (figure 3) with a 
NAMRU.-2 party that Lieutenant Commander 
W. H. Wells was taking on a parasitology trip, 
and in innumerable other ways have bene- 
fited by the friendly hospitality of the place. 


Research Projects 


The Unit’s activity most directly interest- 
ing to a radiologist is a study of pulmonary 
paragonimiasis, but since Commander Watten 
is writing a guest article for me on this sub- 
ject I shall say no more about it here. 

Dr. Grayston during his stay has acquired 
equipment, established technics and trained a 
virology staff that would be the envy of almost 
any American university and will continue 
under his successor Dr. A. F. Rasmussen. The 
work of Dr. Grayston and his group on tra- 
choma has been reported recently in the Amer- 
ican literature,* and they have had time as 
well to study a severe local epidemic of Ger- 
man measles and to investigate Asian influ- 
enza, poliomyelitis, “summer encephalitis” 
and pharyngoconjunctival fever. 

Commander Robert E. Kuntz and his staff 
of parasitologists, of course, have a veritable 
field day here in East Asia, their game in- 
cluding Paragonimus, Clonorchis, Fasciolopsis 
and many other forms with hosts ranging from 
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ricuRE 2. Dr. Robert A. Phillips, Cap- 
tain, MC, USN, Commanding Officer, 
NAMRU-2. 


(Official photograph U. S. Navy.) 


FIGURE 3. A rock cut on the Pacific Coast 
Road from Suao to Hualien showing 
NAMRU-2 motor convoy. At a later date 
Dr. Hodges traveled the same road in a 
similar convoy. 


(Reproduced through the courtesy of Commander 
R. E. Kuntz, MSC, USN.) 
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East Pakistan 


Thailand 


Orchid Island 


Philippines 


Pescadores 


Japan 
NAMRU-2 
orea 
FIELD STUDIES pat Okinawa 
Kinmen (Quemoy) FIGURE 4. 
WF Taiwan (Reproduced from NAMRU-2 Bulletin.‘) 


humans of various ages to domestic cattle, 
flying foxes, snakes and snails. Aside from 
research of their own, the parasitologists col- 
lect and preserve specimens for educational 
institutions, including those of the armed serv- 
ices, and cooperate with other departments of 
the Unit in overlapping research projects. 

Blackfoot disease is a peculiar form of ar- 
teritis leading to gangrene and ultimate am- 
putation of toes and fingers. Unlike Buerger’s 
disease there is no predilection for the lower 
extremities of adult males and unlike Ray- 
naud’s none for the upper extremities of 
females. Blackfoot disease attacks both ex- 
tremities of both sexes at all ages. Among 
current guesses as to etiology are dietary de- 
ficiency or perhaps some toxic substance simi- 
lar to ergot of rye that may be present in the 
sweet potatoes common in the diet of the 
region. These are only guesses, however, and 
Dr. R. Quentin Blackwell and his biochemistry 
department are looking for facts. 
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In his report' Captain Phillips stated, “[In] 
the first year’s operation in addition to field 
trips in which the NAMRU-2 staff covered all 
parts of Taiwan, members of the staff visited 
and conducted studies on Green Island, Or- 
chid Island, Kinmen, Pescadores, the Philip- 
pines, Okinawa, Japan and Korea. Further 
extensive missions assisted the governments 
of East Pakistan and Thailand during the 
cholera and smallpox epidemics. Influenza 
epidemics have been investigated on Taiwan, 
in Marines on Okinawa, and in naval person- 
nel with the 7th Fleet” (figure 4). 

This year with the approach of the cholera 
season another group led by Captain Phillips 
went to Thailand and, when the expected epi- 
demic of cholera failed to develop, spent the 
time studying milder forms of enteritis. 


Fellowships 


Starting with a trickle a hundred years ago 
and increasingly accelerated for the past 50 
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years, a yearly flood of Chinese students now 
seeks opportunity for study in America at 
family expense or under governmental or pri- 
vately sponsored fellowships.* The advantages 
of foreign study are obvious enough and in 


mid-July 1960, 3,748 Chinese college gradu- © 


ates demonstrated their appreciation of those 
advantages by applying for their government’s 
qualifying examinations. At best, however, 
such examinations can hope to screen out only 
the most glaring deficiencies in educational 
background and facility in English and do 
little toward selecting on the basis of tenacity 
of purpose and patriotic determination to 
bring back to the homeland the increased 
skills engendered by foreign study rather than 
yielding to or even seeking opportunities to 
remain abroad indefinitely. 

For a limited number of the more promising 
candidates for foreign study in certain fields 
of biology, NAMRU-2 fellowships in addition 
to other merits constitute an additional and 
highly effective screen. 

These fellowships offer to exceptional work- 
ers in fields within the scope of the Unit 
opportunities equivalent to the best available 
anywhere in the world, and they are available 
to applicants throughout free Asia. Care is 
taken to avoid draining off essential personnel 
from neighboring institutions, and fellows are 


encouraged to remain long enough to master . 


the technics of their chosen fields, engage in 
both cooperative and individual research, and 
as far as possible make publications which 
will establish them professionally. 

Many of us who have observed firsthand 
the results of intensive, long-continued train- 
ing in such high-class local institutions as the 
old Peking Union Medical College (PUMC) 
are convinced that, dollar for dollar, the ac- 
crued advantages exceed those of foreign fel- 
lowship programs in number and quality of 
the product, its usefuluess to China, and the 
prestige it enjoys among the Chinese people. 
To those who hold these convictions, money 
available for foreign study is best invested in 
workers matured by protracted local experi- 
ence, winnowed of those whose ability is less 
than excellent, and obligated as far as pos- 
sible to return and resume their labors in the 
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homeland. At the moment we are striving 
to put together such a program in radiation 
therapy, a matter of which I shall have more 
to say later. These are the reasons for the 
establishment of the present fellowship pro- 
gram at NAMRU-2 and the arguments for 
increasing its scope. 

In addition to the formal subsidized fellow- 
ships, research workers from the Academia 
Sinica, the Chicago Museum of Natural His- 
tory and similar Chinese and American in- 
stitutions occasionally collaborate informally 
with members of the NAMRU-2 staff either 
in Taipei or on field trips, with mutual ad- 
vantage to staff and visitor. 

Professor G. B. Kistiakowsky,” special as- 
sistant to President Eisenhower, and Dean Ed- 
ward S. Mason,® of the Harvard Graduate 
School of Public Administration, recently have 
examined the results we are obtaining by 
financing research projects in foreign coun- 
tries and the wisdom of continuing the prac- 
tice of generating large pools of foreign cur- 
rencies under Public Law 480 by selling 
portions of our agricultural surpluses rather 
than making them outright gifts to the coun- 
tries to which they are sent. Starting from 
quite different backgrounds, publishing in 
quite different media, and presumably having 
no prepublication access to each other’s manu- 
script, these two American scholars have 
reached essential agreement on at least one 
point. Both are convinced that whether we 
employ U. S. dollars or the nonconvertible 
local currencies generated by P. L. 480, Ameri- 
can support of research abroad involves risk 
of doing more harm than good. It must be 
welcomed by the government and scientists 
of the country concerned, must be conducive 
to the improvement of knowledge and either 
economic or physical health, and should ele- 
vate the standards of indigenous activities of 
a similar nature without setting impossible 
goals. Furthermore, if P. L. 480 or similarly 
acquired local currency is used, it is essential 
that projects be capable of development from 
locally obtainable materials and services, since 
under the law local currency thus acquired 
may not be converted into dollars. 

In the year 1960 the players are different 
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and the chips have enormously greater value, 
but the game is essentially the same as it was 
70 years ago when the Rockefellers begzn 
financing universities, medical schools and re- 
search institutes. Large as their funds were 
by the standards of the day, they were not 
limitless, and gifts had to be shrewdly be- 
stowed if they were to stimulate rather than 
dry up local financing. 

President Angell of the University of Michi- 
gan, who wrote late in the previous century, 
testified to the importance of Mr. Harper’s 
Rockefeller-financed University of Chicago as 
a pace-setting agency for neighboring state 
universities, a job it performed so well that 
today it is the state universities which have 
the advantage in competing for faculty and 
students. 

Throughout the Orient the Rockefeller- 
financed Peking Union Medical College exert- 
ed a similar influence and here in Taipei, the 
capital of Taiwan and the seat of the govern- 
ment of Free China, NAMRU-2 rates prestige 
in the field of biologic research and graduate 
instruction similar to that formerly enjoyed 
by the PUMC in Peking. 

By agreement between our two govern- 
ments the activity is assured for at least an- 
other 17 years, and U. S. Navy dollars (one- 
third of the current budget) presumably will 
continue to be provided in an amount suff- 
cient to cover expenditures that cannot be met 
with Taiwan currency. The remaining two- 
thirds is N. T. (New Taiwan dollars) obtained 
under P. L. 480 and is used to pay all local 
expenses including stipends to student fellows 
from Taiwan and elsewhere in Asia. If more 
P. L. 480 funds were to be made available. 
NAMRU-2’s research and fellowship programs 
could be extended considerably without risk 
of assuming long-range continuing commit- 
ment or increasing the need of U. S. dollars, 
risks which Professor Kistiakowsky and Dean 
Mason point out are inherent in most activities 
of this sort. 

The world has come a long way since W. S. 
Gilbert in “H.M.S. Pinafore” satirized tech- 
nical incompetence in British naval adminis- 
tration of his day, and in the ensuing 80 years 
that navy and our own have emphasized tech- 
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nical excellence almost to the exclusion of 
other attributes. The situation is changing, 
however, as witness such public statements as 
that recently made to the Taipei Foreign Cor- 
respondents Club by Vice Admiral Roland 
N. Smoot,’ Commander of the U. S. Taiwan 
Defense Command. Admiral Smoot urged 
the importance of maintaining societies of free 
peoples in the zones adjacent to communist 
states as living examples of the advantages of 
freedom. It is almost too obvious for com- 
ment that our armed forces must be staffed 
from bottom to top with all possible attention 
to technical ability and patriotic devotion, but 
in a cold war even these priceless attributes 
need to be reinforced by social consciousness 
and the ability to implement it. By the same 
token, overseas naval medicine should not be 
restricted to service needs but in addition 
should exert wide influence on the quality of 
medicine and other phases of biologic science 
in the community in which it operates. 

NAMRU-2 is doing exactly that and all 
American citizens may be proud of the quality 
of its work. As taxpayers we may be excused 
if we relish as well the fact that much of 
NAMRU-2’s cost is defrayed by the sort of 
foreign money which, as Dean Mason has 
pointed out, accumulates alarmingly under 
present federal policy and, unless used as wise- 
ly as NAMRU-2 is using it, reduces rather 
than enhances the effectiveness of the help we 
are trying to give to free peoples in other 
countries. 
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AUSTRALIA 


Carcinoma of the 
pancreas—In the Medi- 
cal Journal of Australia, 
Drs. E. S. R. Hughes 
and Grayton Brown, 
Royal Melbourne Hospi- 
tal, Melbourne, have re- 
ported the results of a 
five year study of 89 pa- 
tients with carcinoma of the pancreas. The tumors 
were situated in the ampulla of Vater in 10 pa- 
tients, in the head of the pancreas in 61 patients. 
in the body of the pancreas in 12 patients. and in 
the tail of the pancreas in six patients. 

A gradual awareness of pain in the upper part 
of the abdomen was the most common clinical 
feature in the 61 patients with carcinoma of the 
head of the pancreas. This was followed by slow- 
ly deepening jaundice. nausea and loss of appe- 
tite and weight. Seventeen of these patients had 
no pain but did have jaundice, while 13 patients 
had pain and general loss of health without 
jaundice. 

Pain was the dominant symptom in nine of 
the 12 patients with carcinoma of the body of 
the pancreas; it was severe in seven and per- 
sistent in two. Three patients had no pain. 

Of the patients with carcinoma of the tail of 
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the pancreas. the initial symptom was pain in 
four and loss of weight in two. 

Operation was not attempted in 25 of the 89 
patients in this series. Laparotomy was _per- 
formed in 12 patients and revealed no possibility 
of further treatment: a palliative short-circuiting 
procedure was done in 41 patients. Of 11 patients 
who underwent resection. the tumor was situated 
in the ampulla in six. in the head of the pancreas 
in three. and in the body of the pancreas in two. 
Pancreatoduodenectomy was performed in the 
six patients with carcinoma of the ampulla. Two 
of these patients died shortly after operation, one 
died in two weeks. one died in two months, and 
one died of secondary carcinomatosis a year 
after operation. The sixth patient was alive and 
had had no recurrence of the tumor six years 
after operation. 

Bleeding peptic ulcer—Medical treatment 
alone has proved effective in 500 patients with 
bleeding peptic ulcer. Treatment was based on 
the natural tendency toward spontaneous arrest 
of hemorrhage. which was supplemented by 
heavy sedation of the patient and appropriate 
supportive measures. Blood transfusions were 
used sparingly and only for relief of local or 
general anoxia. 

In discussing results of this treatment in the 


Medical Journal of Australia, Drs. W. K. Man- 
(Continued on page A-110) 
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ning and K. O’Connor, Repatriation General 
Hospital, Concord, New South Wales, stated that 
the mortality was between 1 and 2 per cent; only 
one patient died of peptic ulceration uncompli- 
cated by another significant disorder. Mortality 
was closely correlated with the coexistence of 
chronic and serious disease of other organs or 
with a generally feeble physical state associated 
with prolonged invalidism or senility. In such 
cases customary therapeutic procedures are often 
impracticable or ineffective, and loss of blood, 
which may be quite moderate, frequently does 
no more than precipitate death already deter- 
mined by other pathologic conditions. 


AUSTRIA 


Preoperative and 
postoperative care of 
the newborn—At a joint 
session of the Society of 
Pediatricians and the So- 
ciety of Surgeons, Vienna, 
H. P. P. Rickham told of 
the organization of a pediatric surgical center at 
Liverpool, England. He stated that better pre- 
operative and postoperative care of the newborn 
would decidedly improve results in surgical 
procedures. 

The best environment for the surgically treated 
infant is the incubator. The easily controlled 
heat and oxygen supplies permit a rapid adjust- 
ment to the needs of the child, and the constant 
high humidity prevents large losses of fluid 
through evaporation. Since the infant is un- 
clothed in the incubator, minor changes in his 
condition can be detected at once and any com- 
plications can be immediately treated. Incubators 
also have been modified for surgical purposes, 
making it possible to carry out minor operative 
procedures within their confines. 

After surgery, infants should be handled as 
carefully as possible. For this reason, tempera- 
tures are taken with an instantaneously recording 
measuring device which is connected with an 
electrode that remains in the rectum. 

In addition to the best care, an essential con- 
dition for an uneventful postoperative course is 
the accurate control of the intravenous supply 
of fluid, electrolytes and calories before normal 
feeding by mouth is resumed. The use of micro- 
methods permits the required tests to be made 
on a few drops of blood each day. 


A-110 


In a discussion following the lecture, H. H. G. 
Wolf pointed out that there is some misunder- 
standing in regard to the use of barium in in- 
fants. He stated that it is sometimes impossible 
to diagnose stenosis with a wide lumen without 
the use of a contrast substance. Lateral exposure 
is absolutely necessary in certain situations. 

H. E. Zweymiiller discussed an article by Rick- 
ham which included the results of metabolic in- 
vestigations done on 10 surgically treated infants. 
A total of 4000 separate biochemical tests de- 
signed to eliminate the trial-and-error method 
in the postoperative treatment of infants were 
carried out in these examinations. It has not been 
determined whether surgically treated newborns 
tend to retain sodium for a few days postopera- 
tively and whether it is correct to assume on the 
basis of the serum potassium level alone that 
potassium should be added to the infusion fluid. 


BRAZIL 


Diphtheria—The 
unusually high incidence 
of obstruction of the 
respiratory tract in pa- 
tients with diphtheria 
treated at the Hospital 
das Clinicas of the Uni- 
versity of Sao Paulo has 
been discussed by F. 
Eichbaum and C. L. 
Campana in O Hospital. Tracheostomy has been 
necessary in many cases, and there has been a 
high mortality, since most patients had severe 
complications on admission. 

In many cases of diphtheritic laryngitis, the 
membrane spread to the small ramifications of the 
bronchial tree, in spite of early administration 
of antitoxin. This spread occurred up to two 
weeks after onset of the first symptoms. Failure 
of serum therapy can be explained by (1) low 
avidity of the serum used; (2) presence of an 
infection, such as toxic diphtheria, which is re- 
sistant to the serum; (3) presence of a bacterial 
or viral infection which may superimpose a non- 
specific pseudocroup on the primary diphtheritic 
croup; and (4) traumatic tracheobronchoscopy 
due to careless handling of the cannula and 
bronchoscope. 

Direct bacterioscopic examination is of limited 
value in diagnosing diphtheria; it serves mainly 

(Continued on page A-112) 


e, 
BRASILIA 


POSTGRADUATE MEDICINE 


| 
HA 
3 
4 
= 
ae 
a 


~ even his colleagues Sod not know—if his seizures are 
controlled —with proper » | 
success in a wide variety of professions.” 
0 [ A NTI N motor seizures...DILANTIN Sodium (diphenylhydantoin sodium, Parke-— tie, 
Davis) is available in several forms including Kapeeals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000.. 


ie ther members of THE PARKE-DAVIS FAMILY OF ANTICONVULSAN 


30 mg.,. desoxyephedrine hydrochloride 25 mg.), bottles of 100. for the petit mal triad: MILO 
“Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 1 ,000; Suspension, 250 mg. per 4 
6-ounce bottles (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


| 
| 
INE 
PARKE, DAVIS & COMPANY + Detroit 32, Michigan ARKE-DAMIS 


to exclude other diseases such as Vincent’s angina 
or tonsillar mycosis. A large number of mono- 
nuclear cells on a tonsillar swab is suggestive 
of a viral infection. A positive culture is the only 
proof of diphtheritic infection. If repeated cul- 
tures are negative and if the characteristic signs 
of diphtheria are absent, diphtheria cannot be 
diagnosed. In this case, a convalescent child 
should be immunized, particularly if his reaction 
to the Schick test remains positive for some weeks 
after the suspected infection. 

Ovarian tumor and parasitic infestation 
—C. Lemos and associates have reported in O 
Hospital on a 17 year old girl in whom an arrhe- 
noblastoma was associated with an infection 
caused by Schistosoma mansoni. The clinical 
symptoms were defemination, amenorrhea, hirsut- 
ism and hypertrophy of the clitoris. The patient 
lived in an area in which S. mansoni was endemic, 
but the presence of the parasite was not suspected 
until histopathologic examination was done on 
a surgical specimen. Eggs of S. mansoni were 
found in the capsule, in the periphery of the 
cystic formations, and in the tumorous stroma. 
Eggs were also seen in the neoplastic cells, but 
there was no granulomatous formation. 

This was the fifth case of an ovarian tumor 
associated with S. mansoni reported in the litera- 
ture and the first case reported in which the 
tumor was an arrhenoblastoma. 

Acute abdominal condition in acute renal 
failure-—It may be difficult to diagnose an acute 
abdominal condition in a patient with acute renal 
failure. I. Nussenzveig and co-workers have re- 
ported in Revista do Hospital das clinicas da 
Faculdade de medicina da Universidade de Sao 
Paulo on four patients in whom acute renal 
failure developed following surgery on the gas- 
trointestinal tract. One patient complained of 
mild epigastralgia, but examination of the ab- 
domen yielded normal findings. Postmortem ex- 
amination revealed a perforated duodenal ulcer, 
with purulent peritonitis localized in the epigas- 
trium. The other three patients had adynamic 
ileus, arterial hypotension and abdominal rigid- 
ity; all three died in shock. Autopsy showed 
leakage of the gastrointestinal anastomoses, with 
subsequent acute peritonitis. 

Since the clinical signs and course of the 
acute abdominal condition in these patients were 
not changed when humoral disturbances were 
corrected by dialysis with an artificial kidney, 
the authors concluded that these disturbances did 
not account for the masking of the condition. 
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ENGLAND 


A new synthetic peni- 
cillin—It was noted pre- 
viously in this column that 
the penicillin nucleus 6- 
aminopenicillanic acid 
had been produced by 
fermentation in the Bee- 
cham Research Labora- 
tories near London. Seven 
articles have now been published in the British 
Medical Journal (with favorable editorial com- 
ment) which bear out the claims that a penicillin 
now exists which is not attacked at all by staphy- 
lococcal penicillinase. This agent, known as BRL 
1241, is now revealed to be sodium 6-(2.6-di- 
methoxybenzamido) penicillanate monohydrate, 
known in England as Celbenin. Two of the 
articles report the results of preliminary clinical 
trials. Drs. A. H. Douthwaite and J. A. P. Traf- 
ford, Guy’s Hospital, treated 13 patients severely 
infected with staphylococci strongly resistant to 
other antibiotics. Six patients had pneumonia; 
two had wound sepsis, and the remaining five 
patients had empyema, bronchiectasis, urinary 
infection, cerebral abscess and spinal extradural 
abscess, respectively. The usual dosage was 1 gm. 
every four hours, equal to 10 million units of 
penicillin G daily. The authors stated that in 
every case the infection was eliminated. 

At St. Mary’s Hospital for Children, Carshal- 
ton, Drs. G. T. Stewart and H. M. T. Coles, Mr. 
H. H. Nixon and their colleagues treated 27 chil- 
dren with staphylococcal infection. Among these 
patients were two with septicemia, two with pneu- 
monia, three with infections of operative wounds 
for meningocele, and 12 with streptococcal in- 
fections of the throat and skin. In all but five 
patients clinical improvement occurred and the 
organism was eliminated from the site of infec- 
tion; in only three of the patients was there true 
clinical and bacteriologic relapse. In the thera- 
peutic dosages used (100 mg. per kilogram of 
body weight daily, given in four intramuscular 
injections), the BRL 1241 caused discomfort at 
the sites of injection, but there was no evidence 
of systemic toxicity. 

The results of these studies, which were car- 
ried out under careful control, suggest strongly 
that the menace of the resistant Staphylococcus 
has been overcome. 

Treatment of Méniére’s syndrome— 

(Continued on page A-114) 
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Méniére’s syndrome consists essentially of sud- 
den attacks of severe giddiness, with nausea or 
vomiting, almost always tinnitus, sometimes dis- 
tortion of hearing, and always some deafness in 
one ear. Its cause is hydrops of the labyrinth, 
supposedly due to a local extracellular edema. 
It has been suggested that the basic disturbance 
is retention of sodium. Although the evidence 
in the original papers by Mygind and Dederding 
(1929) and by Furstenberg (1934) is rather 
tenuous, these views have been widely accepted 
all over the world, and medical regimens have 
restricted, sometimes severely, the water and salt 
intake. 

Dr. P. H. Golding-Wood, otologist to hospitals 
in Kent, has recently carried out a series of in- 
vestigations which have been published in the 
Journal of Laryngology and Otology. Fifty pa- 
tients, in addition to receiving a normal diet with 
salt as desired, were asked to drink several extra 
liters of water a day, and most of them received 
daily injections of pituitary extract to prevent 
renal elimination. Body weight was checked 
daily, and audiometric examinations were carried 
out frequently. Two of the patients experienced 
transient attacks of giddiness, but no severe at- 
tack of vertigo ensued. In 12 other patients at- 
tempts were made to lower the serum sodium 
level, but this proved quite fruitless even when 
salt was eliminated completely from the diet and 
all drinking water was distilled to remove sodium 
chloride. Twenty-seven patients, all in an active 
phase of Méniére’s syndrome, were given large 
doses of sodium salt both orally and parenterally. 
There was no exacerbation of symptoms, either 
auditory or vestibular, in any of the patients. 
In fact, six patients claimed to feel much re- 
lieved. The author concluded that fluid and salt 
restriction is probably a valueless and unjustified 
measure in the management of Méniére’s syn- 
drome, and that a disturbance in fluid and salt 
balance appears to have no bearing on the cause 
of this troublesome and not uncommon condition. 

Magnesium deficiency—The syndrome of 
magnesium deficiency has been well studied in 
animals, but in man it is much less clearly de- 
fined, because nearly all the patients reported 
have had other biochemical abnormalities. Teta- 
ny, tremors, choreiform movement, fibrillar 
twitches, delirium, rigidity, confusion, status epi- 
lepticus, cerebellar symptoms, stupor and athe- 
toid movement have been reported in association 
with hypomagnesemia. 

Confusion has arisen from the use of the term 
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“tetany” by several workers to describe the syn- 
drome of experimental magnesium deficiency. 
Despite their use of this term they have clearly 
recognized the syndrome as distinct from hypo- 
calcemic tetany. Professor R. Fraser and his 
colleagues Drs. S. Hanna, I. MacIntyre and M. 
Harrison, Postgraduate Medical School, London, 
have reported in Lancet on three cases of mag- 
nesium deficiency in man in which there were 
no other electrolyte deficiencies. The clinical pic- 
ture was very different from that usually ascribed 
to hypomagnesemia. Tetany in the sense of spon- 
taneous muscle cramps was completely absent. 
The syndrome included (1) a positive Chvostek 
sign, with a negative Trousseau sign; (2) a low- 
voltage electrocardiogram; (3) a liability to epi- 
leptiform convulsions, and (4) depression, verti- 
go, ataxia and muscular weakness. All these signs 
and symptoms remitted rapidly when the serum 
magnesium levels were restored to normal. 


FRANCE 


Treatment of cirrhotic 
ascites—In La semaine des 
hépitaux de Paris, Profes- 
sor J. Caroli, G. Pequignot 
and E. Pequignot reported 
on their experience with 
chlorothiazide in treating 
patients with cirrhotic as- 
cites. In a large percentage . 
of such patients the disease is a result of alco- 
holic overindulgence. 

In a series of 106 patients, treatment consisted 
of small repeated tappings, performed on an 
average of twice a week, which usually yielded 
2 to 3 |. of ascitic fluid. The patients were kept 
on a diet low in sodium and protein and were 
given antibiotics; if hemorrhage occurred, a tube 
with a small balloon was inserted and neomycin 
was administered. A follow-up study of 95 pa- 
tients showed that only 30 were alive 27 months 
after treatment; 27 of these patients were able 
to use a slight amount of salt in their diet. Hema- 
temesis was the cause of death in 10 patients. 
All the patients who died had a high level of 
blood urea nitrogen and eight patients also had 
uremia. 

In a second series, chlorothiazide (Diurilix or 
Esidrex) was used for treatment periods of 13 
days. The regimen consisted of giving 3 tablets 

(Continued on page A-116) 
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(each 500 mg.) of chlorothiazide daily for six 
days, followed by 1 tablet daily for seven days. 
This was supplemented with 20 mg. prednisone 
(Cortancyl), 3 gm. potassium chloride, and a 
salt-free diet. The humoral syndrome in these 
patients was characterized by increased levels 
of nonprotein nitrogen and ammonia in the blood 
and a decrease in alkali reserve. The level of 
potassium in the blood was considerably reduced, 
dropping by 3 to 5 mEq. Both the plasmatic and 
cellular blood volumes were diminished. High 
levels of nitrogen in the blood are rare in cir- 
rhosis (except in the presence of digestive bleed- 
ing), and low blood volumes are similarly infre- 
quent; such phenomena seem to be sequelae of 
dehydration resulting from use of chlorothiazide. 

Professor Caroli and associates noted remark- 
able improvement initially in all patients in this 
series, with loss of weight, drying up of the 
peritoneum, and recovery of good health. How- 
ever, so many severe side effects were subse- 
quently observed in the first 18 patients that 
use of chlorothiazide was discontinued immedi- 
ately. About a month after treatment, five pa- 
tients died a few days following the gradual 
development of a comatose state with agitation 
and tremor. Four of these patients had received 
a total of from 23 to 48 tablets. Those patients 
who had received only a single course of treat- 
ment exhibited no untoward effects, with one 
exception. In this patient the level of nitrogen 
in the blood increased but was controllable. It 
is probable that the mechanism of high levels of 
nitrogen in the blood depends on the mode of 
action of the diuretic. 


ISRAEL 


Corticosteroids in 
typhoid fever—In 
Harefuah, W. Falk, J. 
Neeman and J. Rosen- 
feld, Government Hospi- 
tal, Haifa, have reported 
the results of a study of 
38 children with typhoid 
fever who were treated 
with a combination of 
chloramphenicol and 
corticosteroids. The age range was from 11% to 
12 years. Salmonella typhosa or S. paratyphosa 
was found in cultures of the blood in two-thirds 
of these patients; results of the Widal test con- 
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firmed the diagnosis in those patients whose 
blood cultures gave negative findings. 

The patients selected for this treatment gener- 
ally were those in whom chloramphenicol alone 
had not produced a satisfactory response within 
a few days. In a few severely ill patients, corti- 
costeroids were administered immediately in 
combination with chloramphenicol. Children less 
than five years old were given 20 mg. of pred- 
nisone orally per day, while those more than 
five years old received 40 mg. a day. The treat- 
ment lasted from three to five days. 

Before treatment, all the patients showed the 
typical symptoms of typhoid, with high fever, 
apathy, drowsiness, weakness and anorexia. The 
administration of steroids produced a dramatic 
response; the children became alert and lively 
and requested food the day after treatment was 
begun. The temperature dropped within 24 hours 
in the majority of patients. In seven patients the 
“escape” phenomenon was seen; i.e., when ster- 
oid therapy was discontinued, the temperature 
rose again and remained elevated for a number 
of days. In four other patients, the temperature 
rose after corticosteroids were discontinued and 
remained elevated until treatment was resumed. 
Six patients had relapses, a rate similar to that 
of patients with typhoid fever who were treated 
only with antibiotics. 

Regional lymphadenopathy following in- 
jections of iron-dextran complex—H. Jacob, 
R. J. Schen and C. Brandes, Hadassah Municipal 
Hospital, Tel-Aviv, have described in Harefuah 
three cases of regional lymphadenopathy follow- 
ing injection of iron-dextran complex (IM- 
FERON®). The first patient was a young woman 
with anemia who had received intragluteal in- 
jections of Imferon two weeks prior to admission 
to the hospital. The inguinal lymph glands be- 
came enlarged up to 2 cm. in diameter, and, 
because of the coexistence of anemia and lym- 
phadenopathy, the presence of leukemia or lym- 
phoma was suspected. However, the glandular 
swelling subsided and the patient’s general con- 
dition improved within a week. It became ap- 
parent that the condition resulted from the in- 
tramuscular iniections of iron-dextran complex. 

The second patient, who had severe anemia 
caused by gastrointestinal bleeding, had received 
intragluteal injections of 100 mg. of iron-dextran 
complex daily for 10 days. The inguinal glands 
on the left side became enlarged and cellulitis 
developed in that region; the body temperature 
(Continued on page A-118) 
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rose to 102.2° F. The patient’s condition returned 
to normal within a week. 

In the third patient with anemia who was 
treated with iron-dextran complex, slight swell- 
ing of the inguinal glands was noted. Biopsy was 
performed on one of the glands, and deposits 
of iron were found near the hilus. 

Although it is known that intramuscularly in- 
jected iron-dextran complex is absorbed via the 
lymphatic system, it generally is not realized that 
this may cause regional enlargement of the lymph 
glands. This complication probably is harmless, 
but it may create needless diagnostic problems. 


JAPAN 


Use of ultrasonic 
waves in diagnosing 
cholelithiasis—Drs. T. 
Fukuda, S. Hayashi, T. 
Wakai and R. Miyaza- 
wa, First Surgical De- 
partment, Juntendo Med- 
ical College, reported the 


TOKYO 


results of a study made 

on the medical applica- 

tion of ultrasonic waves, particularly in detecting 
gallstones. 

The authors embedded various kinds of human 
gallstones in the muscles of the hind legs of rab- 
bits. The ultrasonic impulse was emitted from 
the surface of the leg, and a distinct ultrasonic 
echo was obtained. Artificial cholelithiasis was 
created in dogs by inserting human gallstones 
into the gallbladder. After the wound in the ab- 
dominal wall healed, an ultrasonic beam was 
emitted from the wall at the right costal arch, 
toward the region of the gallbladder. With a 
wave frequency of 2.25 to 5 me per second, 
echoes were obtained from all kinds of gallstones 
(regardless of their composition), including 
some not detected by x-ray examination and 
some which were only 5 by 5 mm. in diameter. 

In the technic used to study patients, the 
transducer was held manually and placed on the 
right costal arch. Liquid paraffin was applied 
to the tip of the transducer to insure direct con- 
tact with the abdominal wall. The ultrasonic 
wave then was directed toward the gallbladder 
and bile ducts. When a frequency of 2.25 to 5 
mc per second was used, the wave traversed the 
abdominal cavity, and echoes from the abdomi- 
nal wall, peritoneum, anterior edge of the liver, 


diaphragm, and back were recorded on the 
Brown tube. 

When a sharp, directional ultrasonic beam hits 
a gallstone, an echo somewhat different from 
that of abdominal organs and tissues is record- 
ed. However, the diagnosis of cholelithiasis by 
this method is difficult, because a slight change 
in the direction of the beam results in disappear- 
ance of the echo from gallstones, and, when there 
are many gallstones or when the surface of a 
gallstone is rough, the echo splits. In addition, 
intestinal gas causes the ultrasonic waves to re- 
flect; for this reason, even though this echo can 
be easily distinguished from that made by gall- 
stones, fasting and administration of an enema 
prior to examination are desirable. 

Although some abdominal organs and tissues 
give echoes similar to those of gallstones, certain 
characteristics of the former make it possible 
to distinguish them from gallstone echoes. An 
echo from the anterior edge of the liver can be 
differentiated from that caused by gallstones by 
its repeated detection along the costal arch and 
by the distance from the abdominal wall. The 
echo from a calcified lymph node in the retro- 
peritoneal cavity can be distinguished from a 
gallstone echo by its distance from the abdomi- 
nal wall and by its position in respiration. Empy- 
ema and hydrops of the gallbladder are differen- 
tiated by observing echoes from both the anterior 
and posterior walls of the gallbladder. The echo 
from a metastatic lesion on the lower surface 
of the liver can be mistaken for that from gall- 
stones, but the authors believe that ultrasonic 
study of the liver can eliminate this possibility. 

In the clinical studies reported by these in- 
vestigators, no gallstones were seen roentgeno- 
graphically in 36 patients. However, ultrasonic 
wave echoes indicated the presence of gallstones 
in 32 of these patients; this was confirmed at 
operation in 28 patients. Of the latter group, the 
stones were found in the gallbladder in 22 pa- 
tients and in the common bile duct in six. Of the 
four patients in whom gallstones apparently were 
detected by ultrasonic waves but were not found 
at operation, one had empyema of the gallbladder 
and one had hydrops of the gallbladder; another 
patient had cholecystitis, and the fourth had 
metastasis to the liver from gastric cancer. Three 
of the four patients in whom no echo from gall- 
stones was detected had cholecystitis without 
gallstones. Gallstones were found in the fourth 
patient; thus, a correct diagnosis was obtained 
by ultrasonic waves in 31 of the 36 patients. 


POSTGRADUATE MEDICINE 


, 
, 

- 
3 A-118 


Diagnosis and Treatment of 
Hepatic Coma 


WILLIAM SILEN AND BEN EISEMAN* 
University of Colorado School of Medicine, Denver 


Hepatic coma may be defined as that com- 
plex of neurologic symptoms that is due to 
the ingestion of various toxic substances and 
that occurs either spontaneously in patients 
with severe functional impairment of the liver 
or secondarily in patients with hepatic disease 


or surgically constructed portacaval shunts. In 


approximately 90 per cent of cases of hepatic 
coma, the common denominator is an eleva- 
tion of the concentration of ammonia in the 
peripheral blood.'* Recent investigation has 
indicated that an even closer relationship may 
exist between the concentration of ammonia in 
the cerebrospinal fluid of a patient and his 
clinical symptoms.* 

The ammonia in the blood is largely derived 
from the action of bacteria on nitrogenous 
substrates in the gastrointestinal tract.” In nor- 
mal persons, the liver rapidly and efficiently 
removes such ammonia by transamination, and 
an extremely small amount of ammonia is 
present in the peripheral blood (figure 1). 
The small amount of ammonia formed by the 


*Department of Surgery, University of Colorado School of Medicine 
and the Veterans Administration Hospital, Denver, Colorado. 
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Hepatic coma is usually diagnosed clinical- 
ly; laboratory findings in most cases only 
confirm the diagnosis. 

There is still no fully satisfactory treatment 
for hepatic coma, but various measures, 
outlined here, will have favorable results in 
many cases. 

Effective management requires prompt rec- 
ognition of early stages of hepatic coma 
and prompt institution of treatment, espe- 


| 
| cially in cases in which massive gastroin- 


testinal hemorrhage has occurred. 


kidneys, brain and lungs is metabolized by the 
peripheral tissues and is quantitatively insig- 
nificant in comparison with the amount formed 
in the gastrointestinal tract. 

An excess of ammonia in the blood, there- 
fore, may occur in association with a variety 
of clinical conditions that result from the in- 
teraction of many factors governing the me- 
tabolism of ammonia. Severe hepatic cellular 
insufhciency interferes with the removal of 
gastrointestinal ammonia from the portal blood 
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by the liver. It thus causes an increase in the 
concentration of ammonia in the peripheral 
blood and subsequently causes symptoms. 
Acute viral or toxic hepatitis as well as chronic 
hepatic insufficiency due to any cause (cir- 
rhosis and advanced malignant disease of the 
liver) may be associated with such extensive 
damage of the liver that this factor becomes 
important in causing hepatic coma. Obvious- 
ly, the prognosis in a case of this type is very 
poor, since extensive damage of the liver must 
be present before significant interference with 
ammonia metabolism occurs. 

The ingestion of large quantities of nitrog- 
enous substrates in cases of even lesser de- 
grees of hepatic insufficiency frequently re- 
sults in hepatic coma since an excessively large 
load of ammonia will then be presented to the 
diseased liver. In these cases, portal-systemic 
shunts occurring within as well as outside (col- 
lateral circulation) the liver serve only to com- 
pound the difficulty in metabolizing excessive 
quantities of ammonia. Shunting of ammonia- 
containing portal blood into the systemic cir- 
culation results in a marked increase in the 
concentration of ammonia in the peripheral 
blood (figure 2). From a clinical standpoint, 
these factors perhaps become most important 
in cases of cirrhosis of the liver, portal hyper- 
tension, or bleeding esophageal varices. The 
large quantity of blood present in the gastro- 
intestinal tract as a result of bleeding esopha- 
geal varices represents an excessive load of 
nitrogenous substrates on which bacteria act 
to produce ammonia. High-protein diets simi- 
larly may produce ammonia intoxication in 
cases of serious derangement of hepatic func- 
tion. It is readily apparent that greater degrees 


446 


of portal-systemic shunting associated with 
more severe cirrhosis result in a higher con- 
centration of ammonia in the peripheral blood. 

It is extremely important to recognize that 
ammonia intoxication sometimes occurs solely 
from exogenous sources, especially since this 
type of hepatic coma frequently responds well 
to proper treatment. The administration of 
ammonium salts, ammonium cation-exchange 
resins, urea or methionine has resulted in am- 
monia intoxication in cases of cirrhosis and 
in cases in which a portacaval shunt has been 
constructed surgically. Each of these agents 
provides an excessive load of ammonia for the 
diseased liver or the systemic circulation. The 
administration of DIAMOX® (acetazolamide ) 
or pIURIL® (chlorothiazide) likewise has pro- 
duced symptoms of hepatic coma in such cases. 
The mechanism of production of hepatic coma 
by these two drugs is not understood. 

A surgically constructed portacaval shunt 
diverts varying quantities of ammonia-contain- 
ing portal blood into the systemic venous cir- 
cuit. In cases in which such shunts are pres- 
ent, the concentration of ammonia in the blood 
is maintained at a somewhat higher level than 
normal. This usually does not produce any 
clinical symptoms, but the slightest provoca- 
tion, such as an increase in the dietary pro- 
tein, minor episodes of gastrointestinal bleed- 
ing, or the ingestion of ammonium salts, may 
provide sufficient stimulus to produce ammo- 
nia intoxication. 

Any or all of these factors may be and often 
are of importance in the pathogenesis of he- 
patic coma. 


Clinical Manifestations and 
Laboratory Findings 


In cases such as those that have been men- 
tioned, the diagnosis of hepatic coma is not 
very difficult and is largely made clinically. 
The results of laboratory tests serve only to 
confirm the clinical diagnosis. 

As a result of a study of a large series of 
cases of ammonia intoxication, Najarian and 
Harper® described a very useful and conven- 
ient method for classifying the encephalopathy 
into stages. Mental confusion, irrational be- 
havior and dysarthria are present early in the 
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FIGURE 2. Metabolism of am- 
monia in case of cirrhosis of 
the liver. 


development of this syndrome. Motor activity 
is accentuated, and the characteristic flapping 
tremor, the so-called liver flap, becomes evi- 
dent. This consists of alternating flexion and 
extension of the fingers and wrists when the 
arms are extended. The deep tendon reflexes 
are exaggerated. These authors have called 
this the stage of delirium, and an erroneous 
diagnosis of drunkenness or psychosis has 
been made in cases in which this stage of the 
syndrome was present. 

As the ammonia intoxication progresses, 
the first stage blends imperceptibly into the 
stage of stupor. The patient becomes somno- 
lent and lethargic, but he can be aroused. The 
muscles become increasingly rigid, and convul- 
sions may occur. The characteristic flapping 
tremor (liver flap) becomes prominent in both 
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the upper and lower extremities. Although this 
flapping tremor is quite characteristic of he- 
patic coma, it also may occur in cases of 
uremia or respiratory acidosis. The reflexes 
become increasingly active, clonus may be 
present, and a positive Babinski reflex may be 
elicited. 

The third or final stage is that of coma. The 
patient initially can be made to respond to 
deep painful stimuli, but the coma gradually 
becomes profound and the patient cannot be 
aroused. The muscles become hypotonic and 
subsequently become completely flaccid. 

The laboratory findings in cases of hepatic 
coma usually serve only to confirm the clinical 
diagnosis, and laboratory tests certainly are 
not necessary for establishing the diagnosis in 
most cases. The concentration of ammonia 
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usually is increased in the peripheral blood 
and in the cerebrospinal fluid. The upper limit 
of the normal concentration of ammonia is ap- 
proximately 75 wg. per milliliter in the blood 
and 25 yg. per milliliter in the cerebrospinal 
fluid. Quantitative determination of the am- 
monia is difficult and is subject to considera- 
ble error unless the laboratory technician has 
had extensive experience with this test. Ac- 
cumulation of ammonia seems to increase the 
respiratory rate. Hyperventilation usually is 
present in cases of hepatic coma, and exces- 
sive amounts of carbon dioxide are exhaled. 
This in turn produces a respiratory alkalosis. 
which some authors® believe accentuates the 
symptoms of ammonia intoxication. Routine 
electrolyte determinations are thus of only 
minor value in diagnosing hepatic coma. 
Electroencephalographic changes have been 


observed in cases of hepatic coma, but they 
certainly are not pathognomonic of this condi- 


tion. The routine use of electroencephalogra- 
phy is unnecessary in cases in which the pres- 
ence of hepatic coma is obvious or suspected. 


Treatment 


If ammonium chloride, ammonium ex- 
change resins or methionine is being admin- 
istered, the administration should be discon- 
tinued immediately. The administration of 
Diamox and Diuril, which are used as diu- 
retics in cases in which cirrhosis is associated 
with ascites, likewise must be avoided. 

If gastrointestinal bleeding is the precipi- 
tating cause of ammonia intoxication, the 
cause of the bleeding must be determined and 
the bleeding must be controlled. If the bleed- 
ing results from esophageal varices, it should 
be treated by tamponade with a Sengestaken- 
Patton-Blakemore tube. If this fails to control 
the bleeding, a direct surgical attack on the 
bleeding varices may be necessary. If the 
bleeding should arise from a peptic ulcer or 
any other source, appropriate measures for 
its control must be instituted promptly. 

The blood that is present in the gastroin- 
testinal tract must be removed as rapidly and 
as completely as possible, regardless of the 
cause of the bleeding. This is facilitated by 
gavage with an isotonic solution of sodium 
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chloride. The removal of the blood from the 
small intestine and colon may be hastened by 
the administration of 30 cc. of castor oil three 
times a day or by the administration of 30 cc. 
of milk of magnesia four times a day. Repeat- 
ed enemas should be used to cleanse the colon. 

All protein must be removed from the diet 
in order to decrease the amount of nitrogenous 
substrates within the gastrointestinal tract. 
When the patient recovers from acute am- 
monia intoxication, the dietary protein is 
gradually increased to tolerance. It may be 
necessary to restrict the daily intake of protein 
to as little as 30 or 40 gm. for a long time, 
particularly in cases of severe hepatic impair- 
ment and in cases in which a portacaval shunt 
is present. Good nutrition can be maintained 
adequately with such a low protein intake if 
the caloric intake is otherwise adequate. 

Oral administration of antibiotics is an im- 
portant adjunct in the treatment of hepatic 
coma. These drugs inhibit the organisms that 
produce ammonia within the gastrointestinal 
tract. Neomycin sulfate is one of the most ef- 
fective of these antibiotics. One gram of this 
drug is administered orally or by nasogastric 
tube every hour for four hours. Subsequently, 
1 gm. of the drug is administered every four 
to six hours. This drug may have to be admin- 
istered for as long as a week, depending on 
the response of the patient. Administration of 
a l per cent solution of neomycin sulfate in 
the form of an enema may be helpful in effect- 
ing a rapid change in the colonic flora. Pro- 
longed administration of the tetracycline drugs 
or neomycin sulfate has produced good results 
in some cases of chronic ammonia intoxica- 
tion, but the side effects of these drugs may 
limit their use for a long period. 

Various metabolic measures also are of 
value in the treatment of hepatic coma. A 
molecule of glutamic acid will take up one 
molecule of ammonia to form glutamine. Glu- 
tamic acid may be administered as sodium glu- 
tamate or potassium glutamate. Fifty to 75 
gm. of one of these drugs is injected intrave- 
nously in an appropriate solution of dextrose. 
Because this amino acid is excreted prompt- 
ly in the urine, it should be administered con- 
tinuously during a 24 hour period. Although 
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slutamate therapy has been somewhat disap- 
pointing, some patients have been benefited 
by its use and no untoward effects have been 
observed. 

The amino acid arginine likewise causes a 
reduction in the concentration of ammonia in 
the blood, probably by accelerating the pro- 
duction of urea in the Krebs-Henseleit cycle. 
Twenty-five grams of arginine hydrochloride 
should be administered intravenously every 
eight hours in a 10 per cent aqueous solution 
of dextrose. There is some evidence to indi- 
cate that arginine hydrochloride and sodium 
or potassium glutamate administered simulta- 
neously may be slightly more effective than 
either of these drugs administered alone. 

Good supportive therapy for the liver cer- 
tainly is important. A concentrated solution of 
dextrose may be administered by inserting a 
fine polyethylene catheter into the inferior 
vena cava by way of the saphenous vein. 

In some instances, intermittent inhalation 
of carbon dioxide has produced striking im- 
provement by alleviating the respiratory alka- 
losis present in some cases of hepatic coma. 


Prognosis 


The prognosis of hepatic coma obviously de- 
pends on many factors. In general, the best re- 
sults have been obtained in cases of exogenous 
ammonia intoxication and in cases in which 


this syndrome occurs after a portacaval shunt 


has been produced surgically. The mortality 
rate is extremely high in cases of severe he- 
patic dysfunction in which hepatic coma de- 
velops spontaneously. Only the prompt recog- 
nition of the early stages of hepatic coma and 
the prompt institution of treatment will result 
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in improvement of this grave complication of 
hepatic disease, especially if massive gastro- 
intestinal hemorrhage has occurred. 


The Outlook for the Future 


No one is completely satisfied with the cur- 
rent methods of treating hepatic coma. Dialy- 
sis or the artificial kidney has not been of any 
appreciable value. Currently, several research 
groups are investigating three additional meth- 
ods of therapy. These methods are: (1) addi- 
tional drugs such as formaldehyde,’ which 
binds ammonia to form methenamine and thus 
lowers the concentration of ammonia in the 
blood; (2) perfusion of isolated homologous 
liver, and (3) liver transplants. None of these 
methods is ready for clinical application. 
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Current Concepts of 
Uterine Curettage 


BUFORD WORD* 


Medical College of Alabama, Birmingham 


a recent week- 
ly visit to a local gyne- 
cologic clinic, I was 
told by the intern in at- 
tendance that the pa- 
tient on the table, a 31 
year old parous white 
woman, was there for 
a checkup following 
uterine curettage, per- 
formed one week pre- 
viously. A staff physi- 
cian had assisted with the operation which had 
been done because of functional uterine bleed- 
ing. The following conversation took place be- 
tween the intern and me: 

Q. What were the microscopic findings? 

A. Proliferative endometrium. 

Q. What was the report on the cervix? 

A. The cervix was not biopsied. 


Q. Why? 


BUFORD WORD 


*Department of Obstetrics and Gynecology, Medical College of Ala- 
bama, Birmingham, Alabama. 


Adapted from a presentation at the 1959 Clinical Meeting of the 
American Medical Association, Dallas, Texas. 
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| Formerly considered a therapeutic proce- 
dure, uterine curettage is now emphasized 
as a diagnostic procedure in the early de- 
tection of cancer of the female genital tract. 
Tissue for biopsy should be removed simul- 
taneously from both the cervix and endo- 

| cervix. 

| The preferred method of uterine curettage 

| is outlined and discussed. 


A. The staff doctor said it was unnecessary 
because the cervix looked normal. 

Q. Was a vaginal smear done before the 
curettage? 

A. (After leafing through the chart) No, 
the patient was already in the hospital and was 
transferred from another service to have the 
curettage. 

Q. Did you explore the uterus with polyp 
forceps? 

A. No. 

Q. Did you empty the bladder before you 
started the operation? 

A. Yes, the nurse did. 
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Q. Did you do a bimanual pelvic examina- 
tion on the patient? 

A. Yes, both the staff physician and I did. 

Q. And did you measure the depth of the 
uterus? 

A. Yes. 

Q. Did you curet the endocervical canal 
separately? 

A. No, how do you get tissue from there? 

Q. Did you use polyp forceps to search for 
a missed polyp and to remove tissue loosened 
by the curet? 

A. No. 

Q. Did you resound the uterus to determine 
whether perforation had occurred? 

A. No. 

Strictly speaking, this patient did have a 
uterine curettage, but if the modern concepts 
of the procedure are applied, it was only a 
half-hearted one. Uterine curettage was de- 
veloped originally as a therapeutic measure to 
scrape off an overgrowth of the endometrium, 
now known as endometrial hyperplasia. How- 
ever, with the current emphasis on early de- 
tection of cancer in the female genital tract, 
all uterine curettages are diagnostic. Thera- 
peutic benefit, for the most part, is only inci- 
dental. This gynecologic clinic patient had re- 
ceived the benefit of only a few of the advances 
made since invention of the curet. Her discom- 


fort during curettage was relieved by anesthe- 


sia; sterile instruments were used; and the 
uterine scrapings were studied microscopical- 
ly. However, no effort was made to determine 
whether or not carcinoma was present in the 
region of the transitional zone of the cervix; 
no search was made for endometrial polyps; 
no attempt was made to obtain tissue from the 
endocervical canal separately, and the uterus 
was not sounded again for the detection of 
possible perforation. The fact that the patient 
remained asymptomatic for one week follow- 
ing curettage made possible perforation of the 
uterus unimportant; however, she may have 
early carcinoma of the cervix and her uterus 
may still harbor a polyp. 

Knowledge gained from uterine curettage 
will be abundant if emphasis is placed on diag- 
nosis instead of therapy. For the procedure to 
yield maximal information, it must be done 
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ritualistically, gently and with thoughtful con- 
sideration to every step. Further, timing of the 
procedure in relation to the patient’s symp- 
toms is of the essence if certain information 
is desired. For example, it is elemental knowl- 
edge that if a curettage is to be done to deter- 
mine whether or not a patient is ovulating, the 
procedure must be done during the progesta- 
tional phase of the menstrual cycle, and if ir- 
regular shedding is suspected, it must be done 
after the normal desquamation phase has 
passed. Proliferative endometrium obtained a 
few days following a normal menstrual period 
is to be expected; however, if it is present a 
day or two before the expected onset of men- 
struation, it is considered to be of important 
diagnostic significance. 

With the shift in emphasis from therapy to 
diagnosis, uterine curettage has become a pro- 
cedure dedicated to determining the cause of 
abnormal uterine bleeding or the source of ab- 
normal cells in a vaginal smear. However, the 
procedure also results in therapeutic benefit to 
many patients when the cause of the abnormal 
bleeding is proved to be a benign condition, 
such as retained placenta, endometrial and en- 
docervical polyps, submucous pedunculated 
fibroids, or endometrial hyperplasia. 

Since the most common site of cancer in the 
lower genital tract is in the region of the transi- 
tional zone of the squamocolumnar junction, 
tissue from this area should be obtained with 
biopsy forceps or by cold-knife conization at 
every dilatation and curettage. A thorough 
search for cancer or the source of abnormal 
cells in a vaginal smear demands that this 
be conducted aggressively and step by step. 
Scraping the womb is only one step in uterine 
curettage. The diagnostic value of the proce- 
dure will be exploited to the fullest only if it 
is performed in accordance with a systematic, 
planned technic. 


Ritual for Curettage 
1. Empty the bladder. 


2. Do a bimanual pelvic examination to de- 
termine the position and size of the uterus and 
to detect any extrauterine masses. 

3. Obtain tissue from the region of the 
transitional zone of the squamocolumnar junc- 
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tion of the cervix with biopsy forceps or by 
cold-knife conization. This should be done 
prior to dilatation or sounding to prevent dis- 
turbing the cellular pattern. This tissue should 
be placed in a separate container and marked 
Specimen 1. Failure to obtain tissue for biop- 
sy “because the cervix looks normal” disre- 
gards opportunity completely. 

4. Proceed with gentle curettage of the en- 
docervical canal. Tissue may not be obtained 
from the endocervical canal in every instance, 
but it is important that an effort be made to 
do so in all cases. Studies by Thornton, Fox 
and Smith’ showed that squamous-cell carci- 
noma may originate in the cells and glands 
underlying the columnar cells that line the en- 
docervical canal. Tissue removed from this 
area should be kept separate and marked 
Specimen 2. 

5. Gently sound the uterus to confirm the 
depth and direction previously determined by 
bimanual pelvic examination. 

6. Dilate the cervical canal. It is seldom 
necessary to dilate the uterine cavity. All dilat- 
ing instruments should follow the course of the 
uterocervical canal, and none should be in- 
serted deeper than the measured depth of the 
uterine cavity. 

7. Explore the uterine cavity with polyp 
forceps to check for endometrial polyps, 
placental tissue and pedunculated submucous 
fibroids. If a polyp is found, it should be 
placed in a separate container and marked 
Specimen 3. 

8. Scrape the uterine cavity gently and sys- 
tematically with a large dull curet until the 
uterine cry* is heard in all areas. The scrap- 
ings should be marked Specimen 4. 

9. Re-explore the uterus for missed polyps 
and to remove tissue loosened by the curet. 

10. Again, sound the uterus to detect pos- 
sible perforation. 

If polyps are found and tissue is obtained 
from the endocervical canal, there will be four 
separate specimens for microscopic examina- 
tion. In baseball parlance, when careful gyne- 
cologists do a diagnostic uterine curettage, 


*Uterine cry is a term used by an intern to denote the 
sound of the curet scraping against the muscular wall of 
the uterus. 
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they always try for a home run—four speci- 
mens in every instance. One specimen should 
be obtained from the transitional zone of the 
cervix; the second from the endocervical ca- 
nal; the third should be the endometrial pol- 
yps, and the fourth endometrial scrapings. If 
tissue is not obtained from the endocervical 
canal, a triple is still possible. If no endo- 
metrial polyps are found, there is a chance for 
a double, and if, as is occasionally true, no 
endometrial tissue is obtained, a single is as- 
sured by obtaining tissue from the transitional 
zone of the cervix. There is no reason ever to 
strike out. 


Material Studied 


In an effort to determine what can be learned 
from a dilatation and curettage, case histories 
were analyzed of 1,671 patients at University 
and St. Vincent Hospitals, Birmingham, Ala- 
bama, from January 1, 1958 through October 
15, 1959. Of the total procedures, 462 were 
done for complications of pregnancy, 974 were 
performed in the premenopausal, nonpregnant 
group, and 235 were done in the postmeno- 
pausal group. After reviewing only a few 
charts, the diagnostic value of uterine curet- 
tages became obvious, because in many in- 
stances the preoperative clinical diagnoses 
were at variance with the pathologic diagnoses. 
Imperfections in the performance of uterine 
curettage were also noted that emphasize the 
common pitfalls to be avoided. 

Curettage for complications of pregnancy— 
In the postpregnancy group 462 curettages 
were done to remove retained placenta or to 
control postpartum hemorrhage following term 
birth. It could be assumed that these opera- 
tions were therapeutic; however, information 
was gained that explained the complications 
of pregnancy in many instances. In this group 
there were five missed abortions, two hydatidi- 
form moles, one cervical pregnancy, three dou- 
ble uteri, and two in situ carcinomas of the 
cervix. Carcinoma of the cervix during preg- 
nancy is being detected with increasing fre- 
quency by routine use of exfoliative cell smears 
and by frequent removal of cervical tissue for 
biopsy. The two cases mentioned only prove 
that carcinoma and pregnancy do coexist and 
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ihat cervical tissue for biopsy should be re- 
moved from every patient undergoing curet- 
tage to complete an incomplete abortion. 

Tissue for microscopic study was removed 
from the cervix in only 47 of the 462 cases in 
which curettage was done for complications of 
pregnancy. Microscopic examination of uter- 
ine scrapings revealed chorionic villi in only 
303 instances. Proliferative endometrium was 
found in 28 cases, secretory endometrium in 
13, molar tissue in two, endometritis in eight, 
and decidual tissue in 81. 

In removing pieces of retained placenta 
from a recently pregnant uterus, special care 
must be exercised to prevent injury, as hor- 
mones of pregnancy render the uterus more 
susceptible to laceration and perforation. If 
either a large or small fetus has passed through 
the cervical canal recently, it is not necessary 
to dilate the canal, and usually a sponge for- 
ceps or polyp forceps can be inserted without 
further manipulation and with the patient 
under minimal anesthesia. Exploration with 
polyp forceps and curettage with a large, dull 
curet generally will remove all placental tissue. 
A small gauze sponge on a ring forceps may 
be used to sandpaper the uterine cavity gently. 
If a recently pregnant uterus is roughly curet- 
ted, all of the basal layer of the endometrium 
may be scraped away, resulting in traumatic 


amenorrhea (Asherman’s disease). It is bet- - 


ter to repeat the curettage at a later date than 
to assume the responsibility of treating this 
condition. There was one such case in this 
series. 

Curettage in premenopausal, nonpregnant 
patients—Uterine curettage was done on 974 
premenopausal, nonpregnant patients. There 
were 25 categories of indications for the pro- 
cedure. In most cases these indications were 
abnormal uterine bleeding, a positive vaginal 
smear as a preliminary to hysterectomy for 
uterine fibroids. endocervical polyps, stenosis 
of the cervix, and carcinoma of the cervix as a 
preliminary to insertion of radium or cobalt. 

To re-emphasize that all curettages are diag- 
nostic, microscopic examination of endometri- 
al scrapings proved that 22 of the 701 patients 
in whom the clinical diagnosis was functional 
uterine bleeding actually had retained placen- 
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tas. In 974 cases of diagnostic curettage, tis- 
sue for biopsy was removed from the cervix 
by conization or forceps 692 times. This leaves 
282 patients from whom no tissue was re- 
moved. In some of these patients, cervical tis- 
sue may have been removed for biopsy or an 
exfoliative cell study in the physician’s office; 
however, the information was not recorded on 
the patients’ hospital records. Uterine curet- 
tage in this group revealed 40 carcinomas in 
situ of the cervix, 14 invasive carcinomas of 
the cervix, 22 endocervical polyps, and 15 en- 
dometrial polyps. One patient had a Kruken- 
berg tumor with metastasis to the cervix, and 
another had carcinoma of the breast with me- 
tastasis to the endometrium. 

Curettage in postmenopausal patients—In 
the postmenopausal group, 235 curettages 
were done for 11 different indications. One 
hundred and seventy-seven were for postmeno- 
pausal bleeding, 12 for endocervical polyps, 
eight prior to vaginal hysterectomy for uter- 
ine prolapse, seven for chronic cervicitis, and 
three for positive cytologic smears. In this 
group, tissue was removed from the cervix for 
biopsy 185 times, and in 50 instances no tis- 
sue was removed for microscopic study. The 
procedure disclosed 17 adenocarcinomas of 
the endometrium, 15 squamous-cell carcino- 
mas of the cervix, one adenocarcinoma of the 
cervix, five endocervical polyps, 22 endometri- 
al polyps, and a variety of endometrial tissue 
described as “insufficient, atypical, atrophic, 
basal, mixed, infected, inactive, necrotic. rest- 
ing, weak, tired, fat and blue.” 


Pitfalls of Uterine Curettage 


There can be many pitfalls incidental to 
uterine curettage if each step is not executed 
with gentleness and forethought. The three 
most common errors noted were failure to re- 
move tissue from the cervix for biopsy, over- 
looking endometrial polyps, and accidental 
perforation of the uterus. 

Failure to biopsy the cervix—tThe first place 
to look for carcinoma in the female genital 
tract is where the malignancy is most often 
found, that is, in the region of the transitional 
zone of the squamocolumnar junction. At the 
University Hospital in Birmingham only re- 
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TABLE 1 


REMOVAL OF CERVICAL TissUE AT CURETTAGE 


PATIENT | NUMBER OF | BIOPSY OF NO BIOPSY OF CANCER 
CLASSIFICATION CURETTAGES | CERVIX CERVIX FOUND 
Postpregnancy 462 | 47 415 2 
Premenopausal | 974 692 282 | 55 
| 
Postmenopausal 235 185 50 16 
Total | 1,671 | 924 747 73 
TABLE 2 
UTERINE PERFORATIONS 
PATIENT NUMBER OF NUMBER OF | 
CLASSIFICATION CURETTAGES | PERFORATIONS | | Necessary Unnecessary 
| 
Postpregnancy 462 7 | 1:66 2 1 
| 
Premenopausal 974 6 1:162 | 2 1 
Postmenopausal | 235 9 1:26 | 0 0 
| 
| | | 
Total | 1:76 4 2 


cently has the number of diagnoses of carci- 
noma in situ of the cervix equaled that of in- 
vasive carcinoma. This has been because of 
aggressive search for early carcinoma by rou- 
tinely collecting vaginal cell smears and fre- 
quently removing cervical tissue for biopsy. 
In the entire group of 1,671 patients cervical 
tissue was removed for biopsy only 924 times 
(table 1). 

Cervical tissue was removed for microscopic 
study from only 55 per cent of the patients 
undergoing curettage. Had this been done in 
all patients, additional cases of early carci- 
noma of the cervix might have been detected. 
One adenocarcinoma of the cervix was missed 
because no curettage of the endocervical canal 
was done. Tissue removed was diagnosed as 
endometrial carcinoma but hysterectomy 
proved the lesion to be invasive adenocarci- 
noma of the endocervix. One infiltrating car- 
cinoma of the cervix was missed because cervi- 
cal tissue was not removed for microscopic 
examination. 

Missed polyps—Hysterectomy was done 207 
times immediately following uterine curettage, 
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and 19 endometrial lesions were found that 
had been missed at curettage (1:11). There 
were 15 endometrial polyps, one pedunculated 
fibroid, one placental polyp, and two adeno- 
carcinomas of the endometrium. One adeno- 
carcinoma was missed because of distortion 
of the uterine cavity due to fibroids; the other 
was missed because the uterus was not care- 
fully explored with polyp forceps. A polypoid 
growth measuring 2 cm., which proved to be 
malignant, was present in the uterine fundus. 
This growth should have been detected at 
curettage. 

Perforation of the uterus—Perforation of 
the uterus is an ever-present possibility in the 
performance of uterine curettage. Usually no 
treatment is indicated; however, in some in- 
stances, immediate laparotomy is mandatory 
(table 2). In a recent series of 1000 consecu- 
tive hysterectomies reported by Watts and 
Kimbrough,” the only death was due to car- 
diac arrest during an unplanned emergency 
hysterectomy following accidental perforation 
of the uterus. 

Uterine perforation is due to misdirected 
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or excessive force. This emphasizes the im- 
portance of doing a bimanual pelvic examina- 
tion to determine the direction of the utero- 
cervical canal and to estimate its depth. The 
findings on bimanual pelvic examination 


should be confirmed by gentle sounding to— 


determine the direction of the uterine canal 
and to measure its depth before any dilatation 
or instrumentation is begun. At the end of the 
operation a sound should again be used to test 
for unsuspected perforation. Unsuspected per- 
foration was detected in one instance in this 
series by the simple notation on the operative 
sheet that the uterus measured 31% in. before 
the operation and 71 in. at the end. 

The error of perforation may be compound- 
ed by emergency hysterectomy, but it also may 
be compounded by waiting. Usually if there is 
no trauma to organs in the peritoneal cavity 
and no hemorrhage, nothing need be done im- 
mediately. If the perforation is in the uterine 
fundus, hemorrhage is minimal. However, if 
the perforation is in the lateral walls in the 
area of the uterine vessels, concealed hemor- 
rhage may be anticipated and the patient 
should be carefully watched. Two large, broad- 
ligament hematomas developed in patients 
subsequent to perforation of the lateral wall 
in the region of the uterine vessels. Cul-de-sac 
aspiration was done in two instances following 


perforation of the uterine fundus and only. 


serosanguineous fluid was withdrawn, indicat- 
ing that internal hemorrhage was minimal. 

Following seven perforations in the post- 
pregnancy group, three laparotomies were 
done, but only two proved to be necessary. 
One was performed three weeks following cu- 
rettage. The uterus had been perforated in the 
fundus, a piece of small bowel had attached 
itself to the raw area, and intestinal obstruc- 
tion developed. The patient made a complete 
recovery following freeing of the bowel from 
the raw area. 

In another case the uterus was acutely retro- 
verted. The anterior wall of. the uterus was 
accidentally perforated, and a sponge forceps 
entered the peritoneal cavity through this per- 
foration and grasped a piece of small bowel. 
When it was recognized as such at the external 
os, immediate laparotomy revealed that 10 in. 
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of small bowel had been evulsed from its mes- 
entery. This portion of the bowel was resected, 
pieces of placenta were removed through the 
perforation, and the uterus was closed. The 
patient made an uneventful recovery. Several 
hours after curettage one patient in the post- 
pregnancy group had a laparotomy which 
proved to be unnecessary. A small opening in 
the fundus was present which was not bleed- 
ing, and there was no noticeable injury to any 
of the peritoneal organs. The absence of blood 
in the peritoneal cavity indicated that no 
hemorrhage had occurred after the perforation. 

In the premenopausal group, there were six 
perforations. The indication for curettage in 
one of these patients was stenosis of the cervix 
resulting in hematometra. Due to occlusion of 
the cervical os, there had been false passage 
of the uterine sound. Perforation was detected 
on bimanual palpation when the sound could 
be felt outside the uterus. The cervical os was 
found, the contained blood evacuated, and the 
patient made an uneventful recovery. 

Following perforation, a patient in this 
group had an immediate unplanned hysterec- 
tomy. The operation proved to be unnecessary, 
as only a small hole was found on the anterior 
surface and there was no hemorrhage or in- 
jury to the abdominal contents. 

Another uterus was perforated by deep coni- 
zation for carcinoma in situ. The perforation 
was not detected until hysterectomy was per- 
formed two days later. A patient sustained a 
perforation of the right lower uterine segment 
with a Hegar dilator and an unrecognized 
hematoma developed. At vaginal hysterectomy 
a few days later, the hematoma was found and 
evacuated. The vessel feeding the hematoma 
continued to bleed following vaginal hysterec- 
tomy, necessitating laparotomy six hours later 
to ligate the bleeder. 

In another patient there was lower lateral 
perforation of the uterus resulting in a broad- 
ligament hematoma that required extraperito- 
neal drainage several days after the curettage. 

There were nine perforations in the post- 
menopausal group and fat globules were ob- 
tained in two. In none was immediate or later 
laparotomy necessary because of perforation. 
When yellow endometrium is obtained, it does 
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not always mean that a perforation has oc- 
curred, as adenocarcinoma may give a yellow 
appearance or the color may be due to over- 
ripe endometrial hyperplasia which at times 
will exhibit a gross appearance indistinguish- 
able from peritoneal fat. 

Adipose tissue was removed through the 
uterine perforation a total of three times in all 
groups and each time the patient was treated 
conservatively. One patient was operated on 
for a retroperitoneal tumor two days following 
perforation of the uterus, at which time fat 
globules were obtained, but there was no de- 
tectable injury to the omentum or other organs. 

The uterus is most susceptible to perfora- 
tion in postmenopausal women. The next most 
susceptible type of uterus is that of the recent- 
ly pregnant woman, and the least susceptible 
to perforation is the uterus of the normal pre- 
menopausal nonpregnant woman. Hormones of 
pregnancy make the uterus friable, but with- 
drawal of hormones in the postmenopausal 
patient makes the uterus even more so. 

In a total of 22 cases of perforated uteri in 
this series, four laparotomies were necessary: 
one to resect evulsed bowel; one, three weeks 
after curettage, to free obstructed bowel ad- 
hering to the site of perforation; one, follow- 
ing vaginal hysterectomy, to ligate a vessel 
feeding a hematoma in the broad ligament 
which formed subsequent to curettage and 
three days prior to vaginal hysterectomy; and 
one, a week after curettage, because of a large, 
broad-ligament hematoma that required extra- 
peritoneal drainage in the right lower abdomi- 
nal quadrant. 

Constant awareness of the ever-present pos- 
sibility of uterine perforation will greatly re- 


duce the incidence of this accident and lessen 
the worry as to which patients should be sub- 
jected to immediate laparotomy. The time to 
deliberate on whether or not laparotomy will 
be necessary after surgical perforation of the 
uterus is at the beginning of every curettage. 


Summary and Conclusions 


1. Originally uterine curettage was a thera- 
peutic scraping of the endometrial lining of 
the uterus done to control excessive uterine 
bleeding. 

2. During recent years, emphasis has been 
placed on uterine curettage as a diagnostic 
procedure, because successful treatment of 
cancer in the female genital tract is related 
directly to detecting the disease in an early 
stage of its development. 

3. Current concepts emphasize that all uter- 
ine curettages are diagnostic and that, in ad- 
dition to scraping the womb, tissue for biopsy 
should be removed simultaneously from both 
the cervix and endocervix. 

4. A ritual for curettage is suggested and 
reasons for the step sequence are explained. 

5. Accidents and errors noted in a review 
of 1,671 case histories of patients undergoing 
uterine curettage are tabulated, and sugges- 
tions for avoiding these pitfalls are stressed. 
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Obstruction of the 
Bladder Neck in Children 


JAMES W. HEADSTREAM* 


University of Arkansas Medical Center, Little Rock 


stenosis 
of the neck of the blad- 
der produces marked 
obstructive changes, 
and often one is im- 
pressed by the amount 
of damage to the upper 
urinary tract that has 
occurred when the con- 
dition is first recog- 


Recognition of the earlier symptoms of ob- 
struction of the bladder neck in children 
will enable the physician to initiate defini- 
live treatment at a stage when uncompli- 
cated recovery can be expected. 

Infection frequently complicates obstruc- 
tion of the vesical neck, and if pyuria con- 
stitutes the first indication for study of the 
urinary tract it is probable that earlier 
symptoms were overlooked. 

Urologic investigation should be manda- 


nized (figure 1). The JAMES W. tory when a male child has had one attack 

family physician and HEADSTREAM | of infection and when a female child has 

pediatrician are be- had two. 

coming increasingly aware of the lesion, and Any abnormality of the voiding pattern in 

as a result there has been an impressive in- children, with or without infection, de- 

crease in the number of cases seen. | mands examination of the urinary tract. A 
high degree of suspicion will permit salvage 

Symptoms of renal tissue. 


Symptoms of contracture of the vesical out- a 
let usually are manifested in the first few 


months of life, but if the contracture is not Urinary frequency is often present from 
severe it may not produce symptoms for sev- __ birth and is one of the most common symp- 
eral years, particularly in the absence of any —_ toms. With increasing vesical retention there 
infection. is overflow incontinence or continuous wet- 


ting. In the absence of infection, this has led 
*Associate Professor of Surgery and Head of the Division of Urology, di e f ° S ° 
University of Arkansas Medical Center, Little Rock, Arkansas. to an erroneous lagnosis ol enuresis. Strain- 
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FIGURE 1. Cystogram demonstrating marked reflux in a 15 year old boy who was in a terminal state at the time of 
initial examination. 


FIGURE 2. a. Five year old boy with history of obstruction of bladder neck. Note dilatation of lower ureters and vesi- 
cal trabeculation seen on excretory pyelogram. 


b. One year after transurethral resection of vesical orifice. Investigation of early symptoms afforded good 
result. 


FIGURE 3. a. Three year old girl with history of obstruction and infection. Presence of 
residual urine proved by instilling iodized oil in the bladder. Note presence 
of contrast medium in kidney. No untoward result. 


b. Voiding cystourethrogram demonstrating bilateral vesicoureteral reflux and 
large bladder. 
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FIGURE 4, a. Ten month old girl. Recurrent infection. Intravenous pyelogram essentially normal. 


b. Cystogram demonstrates advanced changes in upper part of the urinary tract, not suspected from the 


excretory pyelogram. 


FIGURE 5. Excretory pyelogram, full-stomach technic. Patient is given carbonated beverage to drink after injection 


of dye. 


ing to urinate is a common symptom, but 
probably the most outstanding early symptom 
is intermittency. An infant’s bladder, being 
purely a reflex organ, should empty without 


interruption once a contraction is initiated.. 


This is not true in cases of obstruction of the 
bladder neck. In these cases a contraction is 
interrupted and others occur before even par- 
tial emptying is accomplished. 

It is difficult to recognize symptoms of uri- 
nary abnormalities in infancy, but even at 
this age there are certain signs that should 
arouse suspicion. The diaper may be wet at 
abnormally frequent intervals. Straining to 
urinate is evident by facial expression. These 
minimal signs afford sufficient indication for 
urologic investigation. Studies made prompt- 
ly on the basis of minimal signs or symptoms 
will always be rewarding. They may disclose 
a normal urinary tract, but if an obstructive 
lesion is found at this early stage it is usually 
possible to expect early and uncomplicated 
recovery after removal of the obstruction 


(figure 2). 


November 1969 


An infection in the urinary tract intensifies 
all symptoms. It is a complication of obstruc- 
tion of the bladder neck, and if pyuria con- 
stitutes the first indication for studies of the 
urinary tract, earlier symptoms were over- 
looked. A male child with one attack of uri- 
nary tract infection or a female child with 
two attacks should have a complete urologic 
investigation. One of the worst errors that 
urologists encounter is the use of various uri- 
nary antiseptics over a long period of time 
in cases of obstructive uropathy with frequent 
exacerbations of infection. Prolonged use of 
such agents leads to development of dangerous 
resistant organisms and thereby jeopardizes 
definitive care. 

As the renal injury progresses, symptoms 
of uremia in its advancing stages appear. 
There is headache with irritability of the nerv- 
ous system. Gastrointestinal symptoms are pro- 
nounced, with anorexia, nausea, vomiting and 
diarrhea. Anemia becomes rather marked with 
bone-marrow depression, due to retention of 
toxic products in the blood stream. 
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Diagnosis 


The diagnosis of obstruction of the bladder 
neck is suggested by the history. A distended 
bladder may be palpable. Chronic overdis- 
tention of the bladder may cause suprapubic 
protuberance which is noted by physician or 
parents. In one such case, in spite of dribbling 
of urine, the parents were told by more than 
one physician that the “pot belly” would dis- 
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Four year old boy with early history of recurrent pyuria and 
obstruction. Intravenous pyelogram normal. 


b. Normal cystogram. 


c. Because of persistent infection, examination was repeated in 
six months and disclosed progression of disease; cystogram 
shows enlarged bladder and reflux. 


d. Cystogram following Y-plasty. Decrease in bladder size without 
reflux. Symptoms completely controlled. 


appear as the child grew. Removal of 700 cc. 
of residual urine did cause it to disappear. 

Residual urine often is found, usually rang- 
ing in amount from 1 to 6 oz. Any amount 
of residual urine calls for further investiga- 
tion. A reliable method of determining the 
presence of residual urine is to instill 2 cc. 
of iodized oil into the bladder by catheter and 
make an x-ray of the kidneys, ureters and 
bladder 24 hours later. If any oil is seen in 
the film, it is definite evidence of incomplete 
bladder emptying (figure 3). 

An excretory pyelogram is helpful in evalu- 
ating damage to the upper urinary tract if 
the nonprotein nitrogen level is not unduly 
elevated. Too much reliance must not be 
placed on an excretory pyelogram in ruling 
out obstruction of the bladder neck, as often 
this examination may be misleading. It is not 
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uncommon to find vesicoureteral reflux in 
cases in which pyelograms were considered 
normal (figure 4). Diluted contrast medium 
may be given intravenously or it may be in- 
jected intramuscularly if the child is too small 
for a vein to be located easily. Hyaluronidase 
will speed absorption of iodides injected sub- 
cutaneously. In infants, distention of the stom- 
ach by intake of fluid orally after the injection 
will assist in gas displacement in the small 
intestine and afford excellent visualization of 
the kidneys (figure 5). Inadequate informa- 
tion from excretory pyelograms may be clari- 
fied by retrograde pyelograms. 

Cystourethroscopy may reveal a median- 
bar type of obstruction or, more often, a con- 
traction of the entire bladder neck. The more 
reliable information gained from cystoscopy 
is the presence of trabeculation and cellule 
formation of the bladder wall, which is defi- 
nite evidence of infravesical obstruction. 

If findings are negative in the face of per- 
sistent symptoms, repeated meticulous study 
is indicated after a few months. Sometimes 
when findings on initial examination are 
equivocal, later study will disclose progression 
and afford a definite diagnosis (figure 6). 

An examination for a suspected obstruction 
of the bladder neck is not complete until a 
voiding cystourethrogram is obtained. This 
examination often demonstrates vesicoureteral 
reflux when the patient is straining to void, 
whereas the ordinary cystogram would not re- 
veal it. Voiding cystography has more prac- 
tical application than delayed cystography, 
and we have not seen a case of reflux demon- 
strated by delayed cystography that was not 
shown by voiding cystography. In fact, void- 
ing cystography has revealed anatomic 
changes which were not revealed by delayed 
cystography. 

There are obvious cases of vesicoureteral 
reflux in which the typical history and physi- 
cal findings of obstruction of the bladder neck 
are obtained (figure 7). These present no 
problem of diagnosis, but management is dif- 
ficult if there is far-advanced renal deteriora- 
tion. On the other hand are those cases in 
which a pyelogram is normal but a voiding 
cystogram reveals vesicoureteral reflux. Cysto- 
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scopic examination shows minimal trabecula- 
tion, and one is confronted with the question 
of whether or not to recommend surgical treat- 
ment of the vesical orifice (figure 8). If opera- 
tion is performed, will it correct the recurrent 
infection? With increasing experience in the 
management of this type of problem, we be- 
lieve we can answer this in the affirmative. 

Further, observations have shown that sur- 
gical treatment is indicated when the findings 
are much less dramatic than vesicoureteral re- 
flux. There is evidence that recurring infec- 
tion with an abnormally large bladder extend- 
ing above the level of the fifth lumbar vertebra 
is the result of an obstructed bladder neck 
(figure 9). Also, the overhanging of the lateral 
walls of the bladder, which presents a picture 
much like the jowls of a fat man, is evidence 
of obstruction’ (figure 10). 


Investigation of Vesicoureteral 
Reflux in Children Without 
Evident Urinary Tract Disease 


There are divergent opinions in the litera- 
ture as to whether reflux does or does not 
occur in normal patients, although there is an 
increasing awareness of the part that ureteral 
reflux plays in persistent infection. In an effort 
to satisfy our curiosity in this matter, we ini- 
tiated an investigation to determine whether 
reflux occurs in children without a history or 
findings suggestive of urinary tract disease.” 
One hundred children, both boys and girls, 
routinely admitted to the Pediatric Service 
were subjected to voiding cystographic studies. 
Their admission to the Pediatric Service was 
for nonurologic reasons, and urinalysis yield- 
ed normal results. The cystographic examina- 
tions were made when the children were sufh- 
ciently recovered from the conditions which 
prompted their admission to the Service. The 
children ranged in age from 14 days to four 
years, and the average age was 3.5 years. 

In the performance of cystography, no anes- 
thesia, either local or general, was used. The 
contrast medium was 10 per cent sodium 
iodide, 10 per cent organic iodide or, later, 
10 per cent barium sulfate in proper suspen- 
sion. The contrast medium was introduced 
through an appropriate-sized urethral catheter 
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FIGURE 7. a. Cystogram, 10 year old boy with long history of infection, and failure of 
normal growth and development. 


b. Six months later, following bilateral nephrostomy, ureteral resection, partial 
cystectomy and cystourethroplasty. Good general improvement. 


FIGURE 8. a. Intravenous pyelogram, five year old girl with recurrent infection. 
b. Cystogram. Minimal left ureteral reflux. 


c. Postoperative cystogram one year later. Note decrease in bladder size and absence of reflux. Complete 
control of symptoms. 
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FIGURE 9. a. Intravenous pyelogram, four year old girl with recurrent infection. 


b. Markedly enlarged bladder without reflux. 


c. Cystogram one year after transurethral resection. Decision to operate was based on size of bladder. 


FIGURE 10. Cystogram, eight year old girl FIGURE 11. Normal cystogram. 
with recurrent infection. Overhanging later- 
al walls interpreted as result of contracture 


of bladder neck. 
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FicuRE 12. a. Cystogram of four month old boy revealed unsuspected disease. 


b. Intravenous pyelogram normal, showing lack of changes in early obstruction. 


c. Postoperative cystogram. Reflux still present, but symptoms controlled. 


BRADFORD YOUNG 


BONNIN'S Y- PLASTY 


FicuURE 13. Bradford Young’s operation and Bonnin’s 
Y-plasty. 
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by gravity at 35 cm. water pressure. When 
the flow stopped, 0.5 to 2 oz. additional me- 
dium was instilled by means of a bulb syringe. 
At this degree of filling the child could not 
resist voiding, and a cystogram was made in 
the supine position (figure 11). 

Of the 100 children examined, only one 
exhibited vesicoureteral reflux. None of the 
children had fever or other evidence of uri- 
nary tract infection following the examina- 
tion. The one case exhibiting reflux was that 
of a four month old boy who was admitted 
to the hospital because of malnutrition. Uri- 
nalysis was negative, and the nonprotein nitro- 
gen level was normal. An excretory pyelogram 
failed to disclose evidence of obstruction. 
There was 180 cc. of residual urine. Cysto- 
scopic examination revealed a contracture of 
the bladder neck and moderate trabeculation 
of the bladder musculature. A transurethral 
resection of the bladder neck was performed, 
and the postoperative course was uneventful 
(figure 12). 

Certainly in the great majority of cases 
vesicoureteral reflux is a result of obstructive 
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FIGURE 14. a. Intravenous pyelogram, three year old boy with history of infection and obstruction. Bladder stone. 
b. Cystogram following Bonnin’s Y-plasty. 


c. Intravenous pyelogram six months later. Symptoms completely controlled. 


FIGURE 15. a. Cystogram, five year old boy with history of infection and obstruction. 
Markedly redundant bladder dome. 


b. Postoperative film following Y-plasty and partial cystectomy. 
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FIGURE 16. a. Cystogram, three year old boy. Marked trabeculaticn, cellules and 


diverticula. 
b. Redundancy of ureters. 


c. Postoperative film after nephrostomy, ureteral resection, partial cystectomy and Y-plasty. 


b 


FIGURE 17. a. Normal relation of intravesical ureter to bladder wall. 


b. Relation of intravesical ureter after changes in the bladder wall permit it to become extravesical. 


c. Postoperative situation achieved by vesicoureteroplasty. 


Reproduced, courtesy of the University of California Press, from Hutch, J. AS 
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uropathy. Exclusive of neurogenic causes, an 
oecasional case of reflux is due to infection 
and trauma to the intravesical ureter. Pas- 
quier, St. Martin and Campbell*® found only 
one case of reflux due to infection in a total 
of 69 cases. 


Treatment 


The treatment of contracture of the bladder 
neck is surgical. Attempts to treat the lesion 
in children by urethral dilatations are in gen- 
eral unsuccessful. The dilatations often re- 
quire anesthesia and must be performed too 
frequently to be practical. 

The surgical approach to the problem may 
be either transurethral or retropubic. Trans- 
urethral resection is used initially in all cases 
in females unless open bladder surgery is re- 
quired because of some other factor such as 
a stone or diverticulum. There is practically 
no technical restriction to the use of the re- 
sectoscope in the female urethra. Even in an 
infant, the urethra can be dilated enough to 
admit the 24F resectoscope easily. In male in- 
fants there is considerable restriction as to the 
size of instrument which is permissible, and in 
general open surgery in the form of a Bonnin 
Y-plasty is used (figures 13 and 14). 

There is further reason to resort to cysto- 
urethroplasty, based on the premise of Bo- 
dian,* who offered evidence that obstruction 
in the posterior urethra in the male arises not 
at the vesical neck alone but exists as a fibro- 
elastosis of the entire posterior urethra, In 
view of this, the Y-plasty procedure is pre- 
ferred to transurethral resection, which carries 
with it a possibility of secondary cicatrization. 
Circumferential scarring is avoided when nor- 
mal muscle of the bladder is interposed in this 
region. 

In some cases the bladder dome is very 
atonic, and even if the obstruction is relieved 
there is still residual urine due to incomplete 
contraction of this area. In these instances a 
partial cystectomy is performed at the time of 
the surgical procedure (figure 15). 

The ureters may be so tortuous that the 
kinks interfere with adequate urinary drain- 
age from the kidneys. These overdistended 
ureters have little if any peristalsis and at 
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FIGURE 18. Cystogram made after introduction of 10 per 
cent barium sulfate suspension demonstrating formation 
of saccule on the left with extravesical displacement of 
intravesical ureter. 


best act as noncontracting tubes through 
which the urine will proceed by gravity to 
the bladder. The initial surgical procedure is 
often a nephrostomy with ureteral resection 
and reanastomosis in order to remove the 
redundant portion; later, when renal function 
is better stabilized, the bladder neck surgery 
is performed (figure 16). 


Management of Vesicoureteral Reflux 


Procedures directed toward correction of 
vesicoureteral reflux have assumed increasing 
importance with Hutch’s’ proposed explana- 
tion for reflux based on alterations in the 
bladder wall which permit the intravesical 
ureter to become extravesical (figure 17). 
These changes have been demonstrated in sev- 
eral of our patients (figure 18). 

Removal of the cause of the reflux by opera- 
tion on the bladder neck does not always cor- 
rect the reflux. The associated reflux may 
disappear completely, it may persist and be 
of no further consequence to the patient, or 
it may continue and result in progressive dam- 
age to the upper urinary tract.’ The critical 
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FIGURE 19. a. 
b. 


c. 


e. 


Intravenous pyelogram, three year old girl with recurrent infection. 
Cystogram showing left reflux. Operation refused. 


Cystogram one year later showing marked changes. This film demonstrates the rapidity of progression 
in some cases. 


Cystogram after Y-plasty and Hutch’s cystoureteroplasty. No reflux. 


Postoperative intravenous pyelogram. 
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FIGURE 20. a. 
bladder and bilateral reflux. 


b. Cystogram nine months after transurethral resection. Size of 
the bladder and dilatation of the upper tract diminished, 
but reflux continued and accompanying attacks of infection 


occurred. 


c. Cystogram after Hutch’s cystoureteroplasty. 


d. Intravenous pyelogram one year later. Complete control of 


symptoms and infection. 


factor determining which of these three 
courses the reflux will take appears to be the 
presence or absence of irreversible changes at 
the ureterovesical junction (figure 19). 

If one could predict the response of reflux 
to surgical treatment of obstruction of the 
bladder neck, it would be possible to eliminate 
secondary operations for correction of reflux 
by cystoureteroplasty as described by Hutch 
(figure 20). The future behavior of reflux can 
be predicted in some cases from the initial 
pyelograms. If these show changes in the 
upper urinary tract, it is very likely that irre- 
versible changes in the intravesical ureter have 
occurred and that reflux will persist and be a 
source of further disability. In such patients, 
if the contracture of the bladder neck is to be 
corrected by open surgery, it seems indicated 
to apply the Hutch procedure to the uretero- 
vesical junction. 
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Cystogram, two year old girl with recurrent infection. Large 
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Should the Cancer 
Patient Be Told? 


EDWARD M. LITIN* 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


Tue question of wheth- 
er or not to tell a pa- 
tient that he has cancer 
is perhaps one of the 
most controversial and 
one of the most sensi- 
tive in the field of 
medicine. The mere 
fact that this question 
is posed to a psychia- 
trist indicates the rec- | EDWARD M. LITIN 
ognition of the tremen- 

dous emotional interplay and upheaval that 
occur when the answer to the question is in 
the affirmative. 

Admittedly, the psychiatric viewpoint on 
this subject is somewhat theoretical in that 
psychiatrists rarely are directly involved when 
a diagnosis of cancer is made and is to be 
discussed with the patient. Yet, emotional re- 
actions and adjustments are the stock in trade 


*Section of Psychiatry, Mayo Clinic and Mayo Foundation, Rochester, 
Minnesota. The Mayo Foundation is a part of the Graduate School 
of the University of Minnesota. 


Presented at the meeting of the Ohio State Medical Association and 
the Ohio Cancer Conference at Columbus. 
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The type and location of a malignancy; 
how a patient reacts to stress, as judged by 
previous experiences; the ability of the 
physician to be understanding and con- 
sistently supportive; the type of therapy 
necessary, etc., all have a bearing on wheth- 
er or not a patient should be told he has 
cancer. 

Studies have shown that most patients want 
to know whether or not they have cancer, 
and it has been determined that each pa- 
tient has a legal right to know the truth. 
The author presents arguments to support 
the contention that with few exceptions pa- 
tients should be told of this diagnosis. 


of the psychiatrist, and whether or not the 
patient with cancer is told is decided by what 
the physician feels these emotional reactions 
will be. It would be comforting to have a 
general rule applicable to all cases, but it is 
an accepted fact that the words “always” and 
“never” are not part of a true physician’s 
lexicon. 

I am sure the word association test is a 
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familiar one. The examiner speaks a word, 
and the subject is asked to respond with the 
first word that comes to his mind. There is 
little doubt that in this test the stimulus word 
“cancer” would almost invariably evoke the 
response “death.” This would certainly imply 
that to tell a patient he has cancer is equiva- 
lent to telling him he is going to die. This has 
been a potent argument used by many physi- 
cians who have avoided telling a patient he 
has cancer. But is it a valid reason for with- 
holding the truth, assuming the truth can be 
withheld? I think not, and I feel strongly that 
with few exceptions the diagnosis generally 
can and should be discussed with the patient 
fully and honestly. To take such a strong stand 
requires elaboration and background evidence, 
which I shall submit as justification. 

It is redundant to point out that each pa- 
tient has his own unique set of characteristics 
that determine how he will react to the over- 
whelming knowledge that he has cancer. There 
are those who face such knowledge with great 
objectivity and courage; others are thrown 
into panic or depression, and still others re- 
fuse to accept it at all.’ These reactions are 
determined by the patient’s previous person- 
ality make-up, which is colored from early life 
by the various experiences he has had, the 
types of stress to which he has been subjected, 


and the psychologic methods by which he has: 


been able to deal with such stresses. Some 
people are able to adapt amazingly well to the 
most adverse circumstances, while others are 
psychologically bankrupt and literally fall 
apart in the face of a new and frightening 
situation. This latter group, however, is fortu- 
nately far smaller than many of us appreciate. 
People are not nearly as brittle as we suspect, 
and after an expected initial period of acute 
emotional turmoil most persons can accept 
even the most disheartening news. 


Guideposts to Types of Reactions 


There are guideposts a physician can use 
to prognosticate how his patient will react 
to the disclosure that he has cancer. First let 
us consider Renneker’s* outline of the phases 
that one might expect the average person to 
experience when he is told he has cancer. 
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Initial shock with acute feelings of fear and 
depression—This is fortunately a short-lived 
phase; sometimes it is not seen at all, due to 
the fact that the patient has been strongly 
suspicious or aware of the fact that he has 
cancer. This initial-shock phase is accom- 
panied by great anxiety and feelings of un- 
reality accompanied by inward expressions 
such as “This isn’t I,” or “It isn’t really hap- 
pening to me.” This uncomfortable period is 
dreaded most by physicians and family, and 
in order to avoid it the diagnosis of cancer 
is often withheld from the patient It is an 
uncomfortable period not only for the patient 
and family but also for the physician. This 
initial-shock phase passes relatively rapidly 
to a second phase. 

Early measures dealing with stress and 
threat to life—This phase is marked by the 
usage of a common and somewhat protective 
psychologic defense—denial. This is the most 
commonly used defense employed by the per- 
sonality to protect itself against overwhelm- 
ing catastrophic anxiety. One of the things 
we have learned in psychiatry is to respect 
such overdetermined defenses when we en- 
counter them. To attempt to ride roughshod 
over them can sometimes precipitate a severe 
panic, psychosis or even a suicidal reaction. 
But such strong and persistent denials are 
rare and the usual form of denial lasts for a 
relatively short period, only to be quickly 
brushed aside by reality. During this second 
phase the patient gradually, through a mourn- 
ing process, leaves behind his precancerous 
image. There is an “agonizing reappraisal” 
of the self and then an acceptance and inte- 
gration of the reality of the cancer and its full 
implications. 

Extension and completion of the second 
phase—In the third phase the patient has 
gradually attained a new picture of himself, 
with altered perspectives, goals and at times 
behavior and appearance. It is the long-term 
successful adjustment to the new realities. 

There are definite indexes that will point 
to a successful and rapid completion of these 
three phases. The history of successful adapta- 
tion to previous periods of stress and of a 
good current adjustment in work and rela- 
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tionships with other people is of great im- 
portance. A successful marriage in which the 
partner is supportive and one with whom the 
patient can communicate freely and openly is 
a tremendous advantage. An obvious aid is 
the presence of a warm, sympathetic, mature 
physician who can enter into an honest, frank 
doctor-patient relationship and who can be 
depended on to deliver the truth and a careful 
explanation about the patient’s condition. 

If all these factors are present the physician 
need have no hesitation about informing the 
patient that he has cancer and discussing it 
fully with him. If all or most of these factors 
are absent, there is some justification in with- 
holding the diagnosis, since psychiatric com- 
plications would be a possibility and the third 
phase would not be successful. 


Bearing of Type of 


Cancer on Question 


At this juncture, the types of cancer should 
be clarified. Cancer is certainly not a unitary 
thing. The location and type of cancer, its 
relative benignancy or malignancy, and the 
stage at which it is discovered all have a bear- 
ing on the basic question. Obviously it makes 
a great difference if the lesion under consider- 
ation is relatively superficial, benign and one 
that the physician can eradicate completely 
and permanently. This was obvious in the 
study by Fitts and Ravdin,* in which they 
found that 94 per cent of the dermatologists 
tell their patients the true diagnosis when 
cancer is present; this is in contrast to in- 
ternists and surgeons, less than half of whom 
tell their patients. No one wants to be the 
bearer of sad tidings, and it is natural to be 
reluctant to tell a person that he has cancer, 
especially when it cannot be coupled with an 
assurance that it can and will be completely 
eradicated. 


Reasons for Not Telling the Patient 


Let us examine some of the reasons often 
given for not informing the patient. There is 
the point that the diagnosis of cancer is tanta- 
mount to a death sentence. First of all, is this 
true? As Wangensteen* pointed out in 1950, 
“Cancer is curable. In the state of Connecticut 
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the five year cure rate for all cancer is re- 
ported as being 33.5 per cent. This is a record 
of substantial accomplishment. And yet that 
record, too, I believe, will be improved upon 
presently. The discovery of cancer is not 
synonymous with a sentence of doom.” 

Even when the prognosis is apparently 
hopeless, however, most physicians would 
agree that a hopeless attitude should never 
be adopted toward a patient with cancer. This 
is not meant to imply that it is either ethical 
or desirable to promise an improbable cure. 
The ingredient of hope, however, has always 
made an intolerable burden easier to bear. 
The reassurance of relative comfort, even 
when there is little hope to offer, is also im- 
portant and can be carried out to a great 
extent with the new narcotics and tranquil- 
izing agents. 

Another frequent reason given for with- 
holding the diagnosis is the fear of a severe 
emotional break and even suicide. As pointed 
out earlier, people are far less brittle than 
others think them to be. True, almost every 
patient experiences an initial shock with its 
periods of anxiety and depression, but this is 
an expected and a temporary phase and the 
patient progresses to a new adjustment. This 
new adjustment is admittedly less comfortable 
than the precancerous period, but it is cer- 
tainly more comfortable than the persistent 
feelings of doubt, suspicion and distrust and 
inability of the patient to discuss his condition 
in detail. Along with the idea that people 
generally are not emotionally strong is the 
idea that they are not very perceptive and 
sensitive. Do you really believe that the cancer 
patient does not know in a short time that 
he in fact does have cancer? Despite the fine 
acting and reassurances given by physician 
and family, patients do know but do not dis- 
cuss it, as they recognize the disinclination 
on the part of the physician and family to 
discuss it. It is almost as if they are protecting 
the physician and family by going along with 
the deception. In a study of patients with 
cancer of the breast, Renneker and Cutler® 
found that all of their 50 patients knew they 
had cancer even if not told by their physi- 
cians. These patients were relieved when they 
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liad someone who would talk to them about 


cancer, 

Suicide following the knowledge of cancer 
is quite rare. | am not aware of any statistics 
on the subject, but a review of the records 
of suicide in the city of Rochester, Minne- 
sota, in the past 10 years showed that in only 
one case was there any temporal relationship 
to the person’s being told that he had cancer. 
Yet, this is a city in which the diagnosis of 
cancer has been made thousands of times. 
Time and again people have been heard mak- 
ing the statement, “If I ever get cancer, I'll 
end it all quickly.” However, this is borne 
out very rarely. People do want to live, and 
they carry the spark of hope to the very end. 
I would suspect that the rare cancer patient 
who does commit suicide does so for reasons 
much deeper and more significant than the 
existence of cancer, although this is the single 
explanation often given for the act. 


Physicians’ Reactions to 
Cancer Patients 


Perhaps the most common reason why 
physicians withhold the diagnosis is a deli- 
cate subject and little discussed. It pertains 
to the physician himself and to his own feel- 
ings. Studies have shown that the patient 
wants to know whether or not he has cancer; 
this was found in 98 per cent of 1,115 non- 
cancer patients and in 89 per cent of 100 
cancer patients.® Also, the patient often needs 
to know and benefits from knowing. Thus, in 
many cases the physician’s withholding of the 
truth in large part must stem from himself. 
While the treatment of many diseases and 
surgical procedures tend to become stand- 
ardized throughout the world, the personality 
of the physician is not standardized. It is of 
tremendous importance in his ability to dis- 
cuss the diagnosis of cancer with a patient. 
The physician’s personality determines to a 
large extent the manner in which the diag- 
nosis is presented, the ease with which the 
patient will be able to discuss his feelings, 
and the feeling the patient senses as to the 
availability of his physician to him in future 
times of need. 

Ideally, the physician should be humane, 
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gentle, understanding and consistently con- 
structive in his selection of facts and words 
for the purpose of communicating usable 
knowledge about cancer to both the patient 
and the family. He should not be unduly 
pessimistic or optimistic. He should hold out 
no false hope, yet be careful to verbalize clear- 
ly every fact which lends hope. There must 
be time available for the telling and for the 
discussions which follow.” 

If every physician could fit this description 
and feel comfortable in such a discussion, one 
big factor for not telling a patient he has 
cancer would be removed. All of us, however, 
bring along our own weaknesses, anxieties and 
measures to dilute reality. We all are threat- 
ened to varying degrees by the emotional 
distress associated with the situation. Anxiety 
has the property of contagion. It spreads 
quickly to everyone within its presence. Being 
confronted by a patient who has cancer, espe- 
cially of the inoperable type, makes the physi- 
cian painfully and anxiously aware that he 
has no specific medical tools with which to 
cure the situation. If he stops at this point 
and concludes that he is resourceless, his anx- 
iety, whether or not he admits it, puts him 
in the same bind as the patient. The pivotal 
question is as follows: Admitting that mechan- 
ical technical procedures are no longer ade- 
quate, are there other resources with which 
to deal with the patient and to allay his 
anxiety? Obviously each physician answers 
this question in the unique and peculiar way 
characteristic of himself. Some act, while 
others do not. Some talk for a long time out 
of anxiety, while others are frozen into silence. 
Some deny the obvious, while others project 
their painful awareness of it onto the patient 
and his family, charging them to be heroic 
about it. Some commiserate, while others pon- 
tificate, and some are hopelessly resigned and 
defeated." 

There is no question but what the situation 
makes terrific demands on the physician’s 
emotions. Often, the physician unconsciously 
elects to tell those patients who will make 
little demand on his energies. When the physi- 
cian decides not to tell a patient, it usually 
is for the sake of the physician’s peace of 
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mind. This is often rationalized as being for 
the good of the patient. Many physicians, in 
an attempt to avoid exposure to a possible 
acute, disorganized reaction in a patient, often 
withdraw into a state of professional non- 
availability. Thus they try to remain profes- 
sionally distant from almost all cancer 
patients.” 

These modes of behavior on the part of a 
physician are all highly understandable. | am 
R: sure that most of us would react in exactly 
. the same way if confronted continually with 
a heavy load of cancer patients. The patients, 
however, are the ones who often suffer badly 
from the physician’s defensive avoidance of 
the truth. In such situations the one tool that 
remains the most useful is for the physician 
to admit and accept his own limitations with- 
out shame or self-recrimination. This leaves 
him free to avoid rationalizing the patient into 
3 a position of not wanting to hear the truth. 

If one accepts anxiety as the uncomfortable 

bedfellow that it is, its intolerable quality 

diminishes. Consequently, the direction of 

therapeutic interest in the cancer patient is 

in the creation of an atmosphere which can 

diminish anxiety. Talking about feelings is 

to be recommended above everything else. A 

frank discussion of the terror and the fears 

‘S which surround the diagnosis of cancer is the 

SS. most effective solvent for anxiety. Thus, justi- 

3 fiable concerns can be sorted from irrational 

ones. Intelligent plans can be consummated 

; insofar as therapy is concerned. Then, too, 

a there is a quality of intimacy that attends this 

* sharing process, and it is the best tranquilizer 
there is.‘ 


Telling the Family 


Most physicians would agree that the pa- 
tient’s family must always be told, regardless 
of what is said to the patient. Too often, how- 
ever, it is left up to the family to decide 
whether or not the patient should be told, and 
many physicians respond to pressure from the 
family and do not discuss the situation with 
the patient. The family has reasons similar 
to those of the physician for avoiding telling 
the patient that he has cancer. Almost without 
fail, however, when the physician has con- 
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vinced the family that it would be in the 
patient’s best interest to be fully aware of 
the situation, the family has been most ap- 
preciative of the final results. The need for 
keeping up a false front is removed, and the 
opportunity for the patient and his family to 
have meaningful, comforting discussions pre- 
sents itself. 


Reasons for Telling the Patient 


Thus far we have dealt primarily with dis- 
pelling the notion that patients should not be 
told that they have cancer. What then are the 
arguments in favor of telling almost all pa- 
tients the truth? Although this may be con- 
sidered of minimal importance, the patient 
has a legal right to the truth about his condi- 
tion. In a recent article, an eminent lawyer, 
John S. Montedonico,* outlined the strictly 
legal interpretations of the question and con- 
cluded that by strict interpretation of the law 
the physician is obliged to tell the patient 
about his condition. He concluded, however. 
that unless the withholding of the truth was 
done for a selfish or greedy motive, the physi- 
cian would not be held legally liable. He con- 
cluded the article with his purely personal 
views: “If any of you are called upon to act 
as my physician or surgeon under such cir- 
cumstances, tell me the full, unvarnished 
truth.” 

As mentioned previously, almost all pa- 
tients who have been questioned have wanted 
to know the truth. There is a common belief 
among physicians that the people who insist 
on knowing the truth and maintaining that 
they are able to “take it” are the ones who 
should not be told, because they are most 
liable to have an untoward emotional reaction. 
I feel that this is an out-and-out myth and is 
definitely the exception rather than the rule. 
The exceptions to this rule may be remem- 
bered quite clearly, but we forget the vast 
majority who have made statements similar 
to this and have been able to accept the 
diagnosis and future course without any unto- 
ward emotional reaction. 

Another reason for telling the truth is that 
patients who have cancers which are cured 
should know what they had so that they can 
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encourage other people and help combat the 
myth of the incurability of cancer. Also, pa- 
tients who know what they have are apt to 
be much more cooperative in follow-up care 
and treatment. Patients with certain kinds of 
cancer, notably cancer of the breast and 
cancer of the bone which require amputations, 
cannot help knowing or suspecting the truth 
when they awaken to find that the operation 
has been performed. To attempt to deny the 
obvious in such instances may actually in- 
tensify their anxiety by making them feel 
that the truth is too terrible to be mentioned. 
An honest facing of the facts without closing 
the door on hope is the fairest way of meeting 
such situations. The power of human beings 
to adapt to the inevitable should never be 
underestimated. It is not uncommon to find 
that a highly neurotic person will react to 
such catastrophic news with surprising emo- 
tional maturity and actually seem to grow in 
the face of it. 

A last obvious factor is that patients are 
entitled to know if their life span is limited, 
so that they can arrange their affairs and do 
the things they may wish to do in the limited 
time left to them." It also gives them an oppor- 
tunity to say many things which have been 
left unsaid, especially to their loved ones, with 
the perpetuation of many pleasant memories 


for the family that is eventually left behind. - 


Justifiable Reasons to 
Withhold Truth 


In spite of these numerous reasons and 
arguments for telling a patient he has cancer, 
there may be strong, overriding reasons which 
may justify withholding part or all of the 
truth. The group of patients to whom this 
pertains cannot be sharply delineated. The 
patient who avoids mention of even the idea 
of cancer or who recoils fearfully from the 
possibility that he may have it is showing de- 
fensive tendencies toward denial which are of 
such a strong nature at times that they should 
be respected in the interest of his mental 
equilibrium. A clue to the existence of such 
a pattern can be found in the way the patient 
reacts to the suspicion of cancer during the 
diagnostic studies. If he cannot tolerate even 
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the tentative consideration of the disease in 
the differential diagnosis, it is an indication 
that he is not yet ready to face it as a cer- 
tainty. “I’d rather not know,” is implicit in 
the attitude of such patients, even though they 
will frequently cooperate with all the sug- 
gested therapeutic measures, including surgi- 
cal procedures. 

One also must recognize that a patient may 
require time to face a catastrophic threat of 
this kind. A consistently supportive and en- 
couraging attitude on the part of the physician 
may, over a time, make it possible for the 
patient to face something which he initially 
tended to reject completely. Also, if the pa- 
tient’s history provides evidence of severe 
emotional and mental breaks, such as repeated 
depressions or paranoid and schizophrenic epi- 
sodes, it is best that he not be told the truth 
directly. Sometimes, however, with a_para- 
noid, suspicious patient, avoidance of the 
truth and evasiveness reinforce his paranoid 
position, often making the situation somewhat 
untenable. 

Lastly, it is perhaps a good idea for physi- 
cians who themselves have a horror of cancer, 
either consciously or unconsciously, not to try 
to discuss this diagnosis with a patient, as it 
cannot but adversely affect the manner in 
which they communicate the information 
about cancer to the patient. 
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Management of 


Acute Arterial Injuries 


FRANK C. SPENCER* AND RONALD K. TOMPKINS+ 
The Johns Hopkins University School of Medicine, Baltimore 


Tue demonstration in the Korean War that 
arterial injuries could be successfully repaired 
in most patients was a significant advance in 
the surgical treatment of trauma.’* In 161 
cases of arterial injury seen by two different 
groups repair was successful in over 95 per 
cent of the patients.''* These results showed 
that such injuries could be treated despite 
extensive destruction of soft tissue, a long time 
interval between injury and treatment, and 
extensive wound contamination predisposing 
to infection. The amputation rate following 
arterial injuries was lowered from 50 per cent 
in World War II,* when ligation was the usual 
treatment, to 15 per cent in the Korean War.* 
The frequency of claudication in the surviving 
extremity was also greatly reduced. 

In some ways arterial injuries resulting 
from “civilian” trauma are more amenable to 
repair than are those seen in war.” Destruc- 
tion of soft tissue frequently is less extensive, 
and repair can often be done soon after injury. 
In the past six years, 15 of 16 injuries of 
major arteries seen in The Johns Hopkins 
Hospital (table 1) have been treated success- 
fully. Direct anastomosis was used in 11 pa- 


*John and Mary R. Markle Scholar in Medical Science, Department 
of Surgery; ¢Student, The Johns Hopkins University School of Medi- 
cine and The Johns Hupkins Hospital, Baltimore, Maryland. 
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The most critical factor influencing the sur- 
vival of an extremity with arterial injury 
is the time interval between injury and 
arterial repair. 

The majority of arterial injuries from civil- 
ian trauma can be repaired by direct anasto- 
mosis. When a vascular replacement is 
needed, a plastic prosthesis or an autog- 
enous vein graft is preferable to an arte- 
rial homograft. 

An injured artery should be ligated only 
when the additional time required for arte- 
rial repair would jeopardize the life of the 
patient. 


tients, and a lateral suture repair in two. In 
two patients compression or spasm in a bra- 
chial artery was relieved by reducing a frac- 
ture of the humerus. The only patient not 
receiving definitive treatment was one in 
whom a thrombosis of a femoral artery de- 
veloped after a fracture of the femur. This 
patient was also the only one of the 16 pa- 
tients in whom gangrene developed, neces- 
sitating amputation. Two other patients had 
some necrosis of the calf muscles which was 
treated by local debridement; the rest of the 
group of 16 patients had uneventful recoveries. 
Most arteries were repaired within six hours 
after injury. 
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FRANK C. RONALD K. 
SPENCER TOMPKINS 


The following discussion of principles of 
management of arterial injuries is based on 
experiences with such injuries in the Korean 
War and with similar problems seen since that 
time in The Johns Hopkins Hospital. The re- 
liability of these principles is shown by the 
fact that few changes have occurred in the 
years since the Korean War. 


Principles of Management 


The most critical factor influencing the sur- 
vival of an extremity with an arterial injury 
is the time interval between injury and arterial 
repair. Experimental studies by Miller and 
Welch® showed a 90 per cent survival when 
repair was done within six hours after injury, 
but only a 50 per cent survival when repair 
was delayed for 12 to 18 hours. It is impor- 
tant to realize that the time interval beyond 
which arterial repair is futile because of irre- 
versible ischemic changes is not predictable 
for any individual injury. The time limit varies 
with the artery injured, the degree of destruc- 
tion of collateral circulation from injuries to 
soft tissue, the severity of accompanying 
shock, and the temperature of the extremity. 
Injuries of the iliac, common femoral or pop- 
liteal arteries have the gravest prognosis, with 
gangrene resulting in 50 to 75 per cent of the 
cases if arterial repair is not done. The in- 
fluence of soft-tissue destruction is shown in 
one series in which the presence of a fracture 
raised the incidence of gangrene from 11 to 
55 per cent in cases of injury to the femoral 
artery and from 25 to 55 per cent in cases of 
injury to the popliteal artery, despite arterial 
repair. In cases involving injury to the pop- 
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liteal artery with fracture of the femur, the 
incidence of gangrene is almost 100 per cent 
if the artery is ligated.* In general, highly 
successful results are obtained when arterial 
repair is performed within six to eight hours 
after injury. When repair is done within 10 
to 12 hours after injury, results are good, but 
they are only slightly successful when repair 
is performed within 12 to 18 hours after 
injury. In one series from the Korean War, 
the average time from injury to repair was 
10 hours, with a subsequent amputation rate 
of 11 per cent." 

Diagnosis of arterial injury—The diagnosis 
is obvious in a cold, pale, pulseless extremity 
in which there is often bright red bleeding 
from the wound. It should be emphasized that 
bright red bleeding from a wound, often in 
only small amounts, always suggests an arte- 
rial injury. This is most likely to be over- 
looked when the bleeding occurs a few days 
after injury; in such instances exploration of 
the wound should be carefully considered, be- 
cause seemingly insignificant amounts of 
bleeding are often followed shortly by a seri- 
ous secondary hemorrhage. A tense hematoma 
suggests an arterial injury. When blood ex- 
travasates beneath fascia, the hematoma may 
be diffuse with indefinite outlines. A systolic 
bruit may be audible over the wound, or a 


‘ continuous bruit if an arteriovenous fistula 


is present. Even though no suspicious findings 
are present, any penetrating wound near an 
artery should be considered as a potential ar- 
terial injury. Such injuries may be tangential 
lacerations of the arterial wall temporarily 
sealed by a clot which will subsequently give 
way to form an aneurysm or cause a secondary 
hemorrhage. 

The neurologic function of an extremity is 
the best guide to the importance of an arterial 
injury. If motor and sensory function is 
present, survival of the limb is likely, even if 
arterial repair is not done. On the other hand, 
if the extremity is anesthetic and paralyzed, 
gangrene is almost inevitable without arterial 
repair, unless the neurologic deficit is due to 
a specific injury to a nerve. 

Preoperative care—The basic objectives are 
to control hemorrhage and to restore blood 
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TABLE 1 


TREATMENT OF 16 Cases OF ARTERIAL INJURIES AT THE JoHNS Hopkins Hospitat (1954 to 1959) 


| TYPE OF INJURY 
| 
ARTERY NUMBER ASSOCIATED | Spesm, 
ENSURED OF CASES Laceration compression, 
transection 
thrombosis 
— | 
Subclavian 2 0 1 1 | 0 
(with arteriovenous | 
fistula) 
Brachial ) 3 2 l | 2 
Femoral 5 2 2 2 | l 
(with arteriovenous | 
fistula) 
Popliteal 4 1 3 
(one with 
arteriovenous 
fistula) 


volume within one to two hours. Hemorrhage 
can usually be controlled by a compression 
bandage or by liberal packing of the wound 
with sterile gauze and subsequent compression 
with a bandage. After a wound is packed, a 
compression bandage applied over the skin 
will compress the artery against adjacent bone. 
With liberal packing and compression a tour- 
niquet should rarely be needed; in wounds of 
the axillary and common femoral vessels, no 
other method of hemostasis is possible. Tour- 
niquets are undesirable because of the danger 
of nerve injury from constriction and also 
because all arterial flow to the extremity is 
stopped. 

Blood volume should be restored to normal 
levels by rapid infusion of blood; only then 
can an anesthetic be given safely and surgical 
repair done. If shock is present, the minimal 
requirement of blood is about 1500 ml., and 
the average requirement is 2000 to 2500 ml.; 
some patients need as much as 4 |. Administer- 
ing an anesthetic before blood volume is re- 
stored is dangerous; serious hypotension may 
develop quickly as vasoconstrictor tone is 
abolished. Antibiotics should be given rou- 
tinely to lessen the risk of infection. Sympa- 
thetic blocks are seldom indicated in preoper- 
ative treatment. 

Operative considerations—Before the wound 
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is explored the artery proximal to the site of 
injury should be isolated to avoid hemorrhage 
during evacuation of the hematoma from the 
wound. The following anatomic approaches to 
different arteries have been found useful. The 
subclavian artery is readily exposed by resec- 
tion of the middle third of the clavicle. The 
axillary artery can be approached by an in- 
cision between the deltoid and pectoral mus- 
cles and subsequent division of the insertion 
of the pectoral muscles into the coracoid proc- 
ess. The external iliac artery can best be ex- 
posed by an inguinal incision, division of the 
external oblique fascia a short distance above 
the inguinal ligament, and subsequent division 
of the internal oblique muscle at its origin 
laterally from the inguinal ligament. The bra- 
chial and femoral arteries are easily found by 
making incisions over the artery in the ex- 
tremity. For the proximal popliteal artery, a 
useful incision is one made over the medial 
surface of the thigh; the popliteal space is 
entered at a point medial to the vastus medialis 
muscle, with the sartorius muscle being dis- 
placed medially. Division of the tendon of the 
adductor magnus muscle distal to the adduc- 
tor hiatus widely exposes the proximal popli- 
teal and the distal superficial femoral arteries. 
The distal popliteal artery is best approached 
with the patient in the prone position, with a 
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TABLE 1 (Continued) 
TREATMENT OF 16 Cases OF ARTERIAL INJURIES AT THE JouNs Hopkins Hospitat (1954 to 1959) 


TREATMENT 
INJURY TO 
VEIN Nonsurgical 
anastomosis suture 
1 1 p Good 
1 1 2 1 2* Good 
4 1 3 1 ly 1 amputation 
1 local necrosis of the 
anterior tibial 
| muscle group 
3 good 
3 0 4 1 local necrosis of the 
calf muscles 
3 good 
| 


*Reduction of fracture relieved arterial obstruction. 


*Thrombosis of a femoral artery following a fracture of the femur was not treated; subsequent gangrene required 


amputation. 


posterior incision separating the two heads of 
the gastrocnemius muscle. All of these ana- 
tomic approaches have been well illustrated by 
Henry.‘ 

Following isolation of the injured artery. 
the ends should be carefully debrided of all 
injured tissue if the artery has been severed. 
This is of greater importance when injury has 
resulted from a high-velocity missile, such as 
a bullet, because the velocity associated with 
the missile will have injured tissue beyond the 
visible areas of injury. If the proximal and 
distal ends are mobilized for a short distance, 
about 2 cm. of artery can usually be excised 
with subsequent repair by end-to-end anasto- 
mosis and with only moderate traction on the 
ends of the vessel.’ Lateral suture of a tan- 
gential injury should be done with caution, be- 
cause such injuries are often inadequately 
debrided or the repair narrows the lumen 
and thrombosis results. Jahnke* reported that 
four of nine lateral repairs which had re- 
mained patent for a short period of time were 
subsequently found to be thrombosed. Most 
arterial injuries in nonmilitary casualties can 
be repaired by end-to-end anastomosis.’ Be- 
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cause of retraction of the ends of the severed 
artery, the amount of actual loss of arterial 
wall is often much less than it appears to be 
when the proximal and distal ends are found 
widely separated. With mobilization and mod- 
erate traction, anastomoses can be done in 80 


‘to 90 per cent of such injuries. 


A vascular graft must be used when a direct 
anastomosis cannot be done. Homografts were 
used successfully in the Korean War but better 
prostheses are now available. A prosthesis of 
TEFLON® or DACRON® or a graft of autogenous 
vein is the best choice at present.’°'' Vein 
grafts were used successfully in the Korean 
War but have a significant rate of early throm- 
bosis. In one evaluation of 19 vein grafts, 
thromboses had developed subsequently in 47 
per cent of cases.* Recently developed arterial 
prostheses of Dacron and Teflon have given 
excellent short-term results in the treatment 
of arterial occlusive disease, but long-term re- 
sults are not yet available.’' Successful repair 
will probably be more frequent with arterial 
prostheses than with vein grafts; prostheses 
are easier to handle and, with the variety of 
sizes available, they can readily be chosen 
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to correspond to the diameter of the injured 
vessel. As such prostheses become lined with 
1 to 2 mm. of fibrin, grafts less than 6 mm. in 
diameter should not be used, and grafts at 
least 8 mm. in diameter are preferred, even 
though they are larger than the corresponding 
artery. The long-term behavior of plastic pros- 
theses is yet unknown; concern is greatest 
when such grafts cross an area of flexion such 
as a knee or hip joint.'* In such areas prefer- 
ence should perhaps be given to vein grafts. 

An injured artery should be ligated only 
when the patient’s life would be jeopardized 
by the additional time required for arterial 
repair. Back-bleeding from the distal artery is 
not a good criterion as to the safety of ligating 
an artery. In one group, 9 of 20 extremities 
which were subsequently amputated were 
noted to have “good” or “fair” back-bleeding 
when ligation was done.* 

Concomitant injuries of large veins should 
be repaired when such repairs can be done 
by lateral suture. Venous insufficiency with 
varicosities and edema often follows ligation of 
large veins such as the femoral or popliteal. 
The repair by lateral suture of 18 venous in- 
juries associated with arterial injuries was re- 
ported by two groups in the Korean War.':* 
Anticoagulants were not used afterward. 
Hughes and Jahnke'* subsequently reported 
repair of the involved vein in about 30 per 
cent of 91 patients undergoing repair of an 
arteriovenous fistula, because previous experi- 
ences with ligation of such veins often resulted 
in venous insufficiency. An additional reason 
for repairing associated vein injuries is that 
occasionally gangrene occurs as a result of 
massive venous occlusion following extensive 
soft-tissue injuries after arterial repair."* This 
is usually seen in wounds near the knee joint 
when both the saphenous and popliteal veins 
have been injured. 

Delayed closure of the wound is the best 
method of preventing infection in a contami- 
nated wound in which arterial repair is done 
several hours after injury. This technic was 
highly successful in the Korean War even 
when arterial repair was done 10 to 15 hours 
after injury and in wounds with extensive 
contamination and soft-tissue destruction. The 
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arterial repair was covered with adjacent mus- 
cle and the rest of the wound was left open 
for closure by secondary suture four to seven 
days later. 

Arterial spasm is usually not significant, but 
occasionally it can cause complete occlusion 
from thrombosis. It is a sustained contraction 
of the circular smooth muscle in the wall of 
the artery which is refractory to sympathetic 
blocks or locally injected procaine. Topical 
application for 10 to 20 minutes of 1 to 2 per 
cent papaverine on a moistened sponge has 
been the most effective treatment."* 

Fasciotomies in the lower extremity are use- 
ful when severe edema of the calf muscles 
follows an arterial repair done several hours 
after injury. A fasciotomy may prevent the 
development of necrosis due to ischemic pres- 
sure in edematous muscle enclosed within the 
fascial compartments of the leg. 

Postoperative care—The extremity should 
be lightly immobilized and observed for re- 
turn of distal pulses and neurologic function. 
The return of neurologic function is the most 
critical index for survival of the extremity. 
An extremity with sensation and motor func- 
tion almost surely will survive, whereas a par- 
alyzed extremity usually will become gangre- 
nous. Peripheral pulses should be palpable 
distal to the site of repair within one to four 
hours, the time interval varying with the de- 
gree of spasm in the distal arterial tree. If 
pulses are not palpable within four to six 
hours and if the arterial circulation is in doubt. 
exploration of the wound for a postoperative 
thrombosis should be considered. Anticoagu- 
lants or sympathetic blocks are seldom of bene- 
fit following arterial reconstruction. 

An extremity repaired several hours after 
injury that is paralyzed and has tender swollen 
muscles should be carefully observed for is- 
chemic necrosis of the muscle. In the lower 
extremity the gastrocnemius-soleus muscle 
group is the tissue most vulnerable to ischemic 
necrosis; extensive necrosis may develop de- 
spite the presence of pedal pulses, a viable 
foot and viable skin in the leg. Amputation 
is usually inevitable; and if the extent of gan- 
grene is not appreciated and amputation is 
postponed too long, such patients may become 
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dangerously ill. Less extensive gangrene may 
occasionally be treated by radical excision of 
ihe necrotic muscle; the extremity will sur- 
vive, although its function has been seriously 
injured. 


Summary 


Only a few changes in the principles of 
management of arterial injuries have occurred 
since the Korean War. The majority of wounds 
from civilian trauma can be repaired by direct 
anastomosis. When a vascular replacement is 
needed, a Dacron or Teflon prosthesis or an 
autogenous vein graft has been found prefer- 
able to an arterial homograft. Delayed closure 
of the wound is seldom necessary in civilian 
practice where it is possible to treat injuries 
promptly and where antibiotics can be used 
before infection develops in devitalized tissue. 
With present technics repair of arterial in- 
juries should be successful in the majority of 
patients. 
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150. EVOLUTION 


By exploiting the possibilities of mental advance, man became the latest 
dominant type of life, and initiated a new phase of evolution, the human 
or psychosocial phase, which operates much faster than biological evolu- 
tion, and produces new kinds of results. Man’s capacity for reason and 
imagination, coupled with his ability to communicate his ideas by means 
of the verbal symbols of language, provided him with a new mechanism 
for evolution in the shape of cumulative tradition. Pre-human life depended 


only on the transmission of material particles, the genes in the chromosomes, 


from one generation to the next. But man can also transmit experience and 
its results. With this, mind as well as matter acquired the capacity for self- 
reproduction. Natural selection became subordinate to psychosocial selec- | 
tion, and the human phase of evolution could begin. 


Julian Huxley, The future of man, Bulletin of the Atomic Scientists, 
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December 1959, pp. 402-405 
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Toward a Theory of 
Psychopathic Behavior 


NATHAN BLACKMAN* 


Washington University School of Medicine, St. Louis 


Definition of the 
Problem 


Tue most recent de- 
scriptions of character 
disorders stress affec- 
tive hunger, early dep- 
rivations in close rela- 
tionships, the resultant 
inability to enjoy adult 
roles, and the constant NATHAN BLACKMAN 
urgency for immediate 

gratifications. The psychopath is described’ as 
representing a failure to socialize, as being un- 
able to plan realistically, and as being preoc- 
cupied with grandiose and magic ideas. The 
importance of a nonoperative or even absent 
superego is ascribed to the earlier deprivations 
which are traceable to the altered ambiance of 
family life.” 


*Senior Consultant, Social Maladjustment Unit, Malcolm Bliss Mental 
Health Center, and Assistant Professor of Clinical Psychiatry, Wash- 
ington University School of Medicine, St. Louis, Missouri. 


Presented before the twelfth annual meeting of the Mid-Continent 
Psychiatric Association at St. Louis. 
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The psychopath presents a problem that is 
common to both psychiatry and law. In- 
vestigation has shown antisocial behavior 
to be an expression of social isolation or 
alienation. 

Failure to socialize and intolerance of adult 
roles and values characterize the psycho- 
path. Such traits in juvenile delinquents 
have been traced to altered family relation- 
ships and to feelings of indifference or hos- 
tility between family members. 

Reasons for the psychopath’s behavior must 
be recognized and understood before he 
can be helped. The author suggests research 
to determine the prevalence of social isola- 
tion during the formative years and its ef- 
fect on acting-out behavior in adulthood. 


The Social Maladjustment Unit,* which has 
been active since 1956, provides an interdis- 
ciplinary approach to problems common to 
psychiatry and law. A special research interest 
of this Unit has been the study of antisocial 
behavior as an expression of social isolation 
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or alienation.* An investigation* revealed that 
is a growing child, the juvenile delinquent 
had a sense of isolation, an apprehension and 
iension stemming from emotional aloofness 
shown by immature parents. The aggressive- 
ness and antisocial acts of the delinquent serve 
as a means of at least a tenuous identification 
with life, a substitution and a creation of fears 
and hostilities which are easier to cope with 
than are those resulting from the unresolved 
disappointments of a distorted parent-child 
relationship. 

In a recent report on a group of chronic 
offenders,” the overt hostility between family 
members was stressed. The relationship be- 
tween parents had been constantly poor, with 
the father having been overtly hostile toward 
the patient, and the mother having been re- 
jecting, indifferent or overprotective. Most of 
the chronic offenders considered themselves to 
have been either hostile or indifferent toward 
both parents. From this upbringing stemmed 
the inability to form lasting relationships or 
to feel that such relationships might bring 
pleasure. On psychologic testing, these chronic 
offenders tended to show some feelings of be- 
ing isolated and estranged from other people, 
of insecurity or helplessness, and of not being 
wanted, loved or appreciated; they also showed 
indications of fear of failure or defeat. They 
usually handled their insecurity by superficial 
bravado and extroversion, by blaming their 
troubles on other persons, and by acting out 
retained infantile hostilities in a succession of 
crimes or sexual excesses. Despite their super- 
ficial good ability for self-assertion and for 
getting along with others, they were constantly 
angry and resentful. 

This discussion is an attempt to describe 
the impact that a recent series of offenders 
had on the Social Maladjustment Unit staff 
and the inferences to be drawn from it. Four 
consecutive cases will be presented, and an 
attempt will be made to describe the mood, 
degree of relatedness, and level of communica- 
tions obtained. 


*“Social isolation” is defined as a lack of interaction 
with other people. “Social alienation” refers to estrange- 
ment from or hostility toward people who are important 
in one’s environment, or both. 
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Case Reports 


Case 1—A 21 year old Negro was accused 
of two offenses of rape. His parents had been 
divorced when he was 12 years old. His 32 
year old sister and 25 year old brother were 
well adjusted. He had had a prolonged history 
of antisocial acting out since the age of eight, 
including a period of drug addiction, and of 
various arrests for offenses involving theft and 
aggressive, disorderly behavior, as well as 
periods of incarceration. Within the first week 
after having left the reformatory and while 
preoccupied with anger toward his mother, 
distrust of other people, and feelings of rejec- 
tion when he failed to find his former girl 
friend, he became drunk and forcefully at- 
tacked and raped an elderly white woman. The 
next day, he raped a more youthful Negro 
woman. He was apprehended a short time 
thereafter. 

Psychologic tests indicated that this patient 
resorted to repression and denial to an extreme 
degree. He had grave doubts about his iden- 
tity and adequacy as a human being. He felt 
useless and unwanted, and he used retreat to 
avoid facing a reality that did not satisfy his 
requirements. 

Case 2—A 17 year old Negro was accused 
of shooting a storekeeper during a holdup. He 


‘ was one of five children of divorced parents; 


he had three older sisters. He had had a his- 
tory of truancy since the age of 10. Prior to 
his arrest, he had been severely beaten by an- 
other boy and had obtained a revolver in order 
to protect himself. Through his sister, he had 
become acquainted with two older boys with 
whom he had planned and carried out several 
holdups; during the last one, he had become 
afraid that the storekeeper might attack him. 

This patient presented a very guarded, aloof 
and superficial front to the group. He was shy, 
withdrawn and bashful, with a tendency to- 
ward daydreaming and social awkwardness. 
He seemed unduly timid in the presence of 
girls. Psychologic tests showed him to be 
defensive, hostile and emotionally estranged 
from the world. He appeared to feel rejected 
by the world, retreating emotionally from his 
surroundings. 


‘ 
In- 
lor 
or 
ho- 
nts 
Os- 
ust 
he 
‘ch 
la- 
ef- 
rd. 
las 
is- 
to 
est 
ial > 
on 
483 


Case 3—An 18 year old white youth, the 
seventh of eight children, was arrested for mur- 
dering a middle-aged person with whom he 
was spending an evening during which homo- 
sexual overtures were carried out. He was rath- 
er shy and not too bright. He admitted to 
spending prolonged periods daydreaming, lis- 
tening to the radio, and imagining himself as a 
superman. He never had had any close rela- 
tionship with his peers, and he was in the 
habit of searching out older people in whose 
presence he felt more important. 

Psychologic tests indicated that he was de- 
pendent and immature and felt bitter and re- 
sentful toward the world for not catering to 
his needs. He distrusted people, projected his 
own feelings on them, and generally avoided 
emotional involvement, preferring to remain 
detached and isolated. He turned to fantasy as 
a substitute for the unfriendly reality, and he 
had grave doubts about his identity, which he 
constantly compared unfavorably with others. 

Case 4—A 21 year old white woman was 
arrested for carrying a concealed weapon. She 
gave a history of alcoholism, gang participa- 
tion, and extensive nomadism since the age of 
10. She had hardly known her father, and her 
mother was a prostitute. She was constantly 
at odds with her stepfather. She admitted that 
during her extensive career of prostitution, al- 
coholism and nomadism, she had committed 
at least two murders and was restlessly preoc- 
cupied with either murdering someone else or 
killing herself. 

Psychologic tests showed that this patient 
was preoccupied with hostile ideas. She had a 
diffused concept of herself, with practically no 
feminine identification, and she exhibited ex- 
treme hostility toward men. She was cautious, 
guarded and showed little ability or desire to 
form interpersonal ties. 


Common Factors in Case Reports 


In the persons described, there had been an 
early onset of hostile affect and a tendency to- 
ward acting out. Accompanying these charac- 
teristics were retaliation to the environment, a 
perpetuation of a pattern of rationalizations, 
and a tendency to project and blame. Each 
person had an almost fatalistic outlook which 
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seemed to imply, “If you think I am really 
that bad, you can do what you want with me. 
I never was able to do anything other than 
what I did.” 

These subjects had no close relationships 
either within their families or with their peers. 
They were rather withdrawn, even shy, with a 
marked tendency to rely on wish fulfillment 
and daydreams to escape the unpleasantness 
of competitive situations of reality. They all 
obviously mistrusted the motives of the group 
examining them; they were prone to express 
resentment at earlier injustices or unfairness. 
They felt unjustly treated in the present and 
reacted to it with poorly planned acting-out 
behavior. They were starkly alone, without 
any relevant adult figure with whom to iden- 
tify, and they did not have a clear concept of 
their own identity. 


Participation of Social 
Malad justment Unit 


The interrogation of and interaction with 
the offenders were left chiefly to the group 
leader. The more subtle grasp of the motiva- 
tion and the appearance of anxiety or of guilt 
were totally absent. There was no genuine in- 
volvement or means to explore or to partici- 
pate with the offenders. The leader’s questions 
were more often narrowed to the circumstances 
of the patients’ antisocial behavior, as the 
latter rarely allowed for any interpretation or 
understanding of themselves as individuals. 
There were no opportunities to understand 
them in their present dilemmas or to approxi- 
mate in retrospect what might have led them 
to this impasse. If anything, the examining 
group was practically permeated with an al- 
most conscious wish to escape or to evade the 
effort of reaching these patients. It would have 
been easier to pass them on for disposition to 
either judicial or punitive resources in the 
community. 

The paramount mood in these subjects was 
usually that of remoteness, as if they were on 
another plane and were not really able to be 
reached. The fatalistic and almost cherished 
expectation of punishment in the patients ap- 
peared as a vicarious need, almost obviously 
craved, which further inhibited the eagerness 


POSTGRADUATE MEDICINE 


| 

i 


uf the group to explore their behavior fully. 
{he elucidation of many situations in which 
cither anger or rejection was evoked in the 
patients suggested an eagerness on their part 
ito be left alone, to be glossed over, and not 
really to be understood. It seemed as if it were 
more important for these offenders to avoid 
hecoming a part—as if by remaining nonen- 
gaged they also denied to themselves the ne- 
cessity for a sustained relationship. 

The impression left with the group from 
the Social Maladjustment Unit was that these 
persons had had difficulties in the past in main- 
taining close relationships, in accepting re- 
sponsibility for their failure in human rela- 
tions, in admitting their failure to trust others, 
and in accepting love or faith from others. 
They appeared devoid of most of the values 
that make for adulthood; they did not have 
any of the attributes that spell out a genuine 
admission of a need for status, a right to be, 
and a role to maintain. 

This gap in the relations with these patients 
was palpable and readily recognized. The shal- 
lowness of affective intercommunication was 
obvious; in fact, it seemed almost planned. It 
was as though the offender insisted on being 
left alone and did not want to project or be 
dealt with in any way. 

It is reasonable to ask whether this might 
not have been the very attitude that the pa- 
tients sought to obtain from others by their 
facade of nonchalant indifference. There may 
well have been an almost conscious intent in 
the stoic, unconcerned appearance they at- 
tempted to maintain. Perhaps the very inci- 
dents of acting out—hbizarre, sadistic and, at 
times, nonsensical as they appeared—might 
also have been mandatory and part of a deeply 
motivated behavior pattern. It appeared that 
the offenders attempted to attract hostile and 
judicial attention to their behavior. They 
seemed to be seeking an entree into a struc- 
tured situation (confinement), since their own 
attempts to become structured. and to belong 
or participate had led so frequently to failure. 


Discussion 
In the presence of this frequently evinced 


gap between the offender and the group from 
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the Social Maladjustment Unit, the question 
arises as to how to bridge this impasse. Where 
lies the difficulty in tolerating the aloofness 
presented by the psychopathic person? The 
thesis of this paper is that it is of primary sig- 
nificance that the psychopath is alone, unin- 
volved and intolerant of any adult roles. The 
void that surrounds him, the complete lack of 
empathic resonance or emotional content, is 
actually most sinister. It represents a lack of 
relatedness which is as real as a physiologic 
defect such as a lack of hearing or vision. 
Only when we accept this extreme degree of 
social isolation or remoteness from adult val- 
ues as the substratum of the psychopath can 
we realize the difficulties to be faced and the 
efforts required to help him. It is difficult to 
accept completely how very insecure, doubtful 
and precarious he actually is. Talking with the 
psychopath is similar to attempting a com- 
posed conversation with a frightened, wailing, 
desolate child who recently has become or- 
phaned and who remains doubtful and dis- 
consolate regardless of any reassurances or 
solicitude proffered him. With the recent sense 
of loss or rejection still fresh in his mind, the 
child realizes that the professions of sympathy 
or reassurance are merely a weak substitute 
and that they are meant to distract him from 
his sense of loss and from the awareness of 


having been left alone, discarded or unwanted. 


The psychopath has a similar degree of 
persevering aloneness. In addition, he has a 
contemptuous doubt of any attempt to con- 
sole or to reassure him. He does not accept 
generosity from others. He would rather pro- 
voke scorn or anger. It seems that such a re- 
action is the only thing he is able to accept 
from others. Any other approach which might 
demand free and spontaneous participation 
from him evokes anxiety, provokes doubt, and 
leads to an evocation of roles reminiscent of 
earlier ones in which he failed and to memo- 
ries of values he cherished but in which he 
became disappointed. 

To the psychopath, “to interact” has actual- 
ly become synonymous with “to outsmart, con, 
dominate, exploit or manipulate.” In no case 
does he allow for empathic sharing, mutual 
regard or show of esteem. Only when he be- 
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lieves another person has angry designs on 
him can the psychopath maintain the facade 
of superficial adulthood. He becomes constant- 
ly preoccupied with plans to outguess and out- 
maneuver that person, and he is free to dis- 
count concern for him. The psychopath feels 
no need to trust, to tolerate, or to express con- 
fidence in the other person; instead he substi- 
tutes a calculated design of overcoming and 
outsmarting him. 

The distrust and constant doubt about sin- 
cerity of purpose in others are sequelae of 
earlier experiences of the psychopath which 
have remained ever-present and easy to recall. 
He avoids the threat of repeated letdowns by 
discounting himself and by maintaining him- 
self in the aloof facade of an isolated existence 
which is without emotions but in which anger 
at this “splendid isolation” is rampant. Thus, 
it is easy for him to remain selfish and ego- 
centric, as this provides a valid excuse for his 
angry, hostility-evoking attitude and alienates 
him even further from any degree of social 
relatedness. 

It may well be that the psychopath evokes 
in us some deeper, vaster recall of a yearning 
for dependent status or unlimited wish fulfill- 
ment that we as adults either have outgrown 
or have repressed or sublimated. The psycho- 
path represents in the extreme, even in the 
caricature, some of the vagueness and lack of 
certitude of our own childhood, with its peri- 
ods of feeling frightened, nonrelated and en- 
gulfed in a sinister, friendless solitude. 

If this concept of the psychopath’s alone- 
ness and his frightful hesitancy toward exist- 
ence were more readily accepted, perhaps the 
feeling to reject, to retaliate, to pass on, and 
to remain nonengaged toward him would be 
easier to overcome. If we were able to accept 
the psychopath as being in a stalemate toward 
existence and to see his life as a yearning for 
identification that has become misdirected, a 
quest for recognition misguided, a veneer of 
disengagement that has run amuck, perhaps 
we could tolerate better his manipulative and 
acting-out behavior. We also could understand 
better our own failure either to reach or to 
influence the psychopath. Instead of expect- 
ing his behavior to culminate in failure as an 
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adult person, we might be able to consider his 
state of isolated existence as a condition to 
explore and to correct. 

Various authors have been concerned with 
the effects of isolation and aloneness on hu- 
man behavior, but there has been no concrete 
effort to study the role of isolation in the gene- 
sis of character disorders. Clinical studies on 
sensory deprivation® have indicated the in- 
creased irritability and need for external stim- 
ulation. One of the aspects of sensory depri- 
vation has undoubtedly been the concurrent 
isolation. It has been noted that the effects of 
anonymous urban existence contribute toward 
social disorganization.‘ The anonymous urban 
family has been described* as existing in a 
nonrewarding, shut-in pattern because of pas- 
sivity, lack of caring, and intimate interac- 
tion with the mass environment. In addition, 
the instability of cultural patterns has added 
stresses in the search for intimate belonging 
and in the ability to communicate, thus per- 
petuating a sense of aloneness, nonparticipa- 
tion and preoccupation in one’s own doubts 
toward existence. A 17 item scale has been 
described? that measures the degree of es- 
trangement from our society, and the hypoth- 
esis has been expressed that this estrange- 
ment might lead to criminal behavior. A scale 
of social malintegration has been developed"’ 
to measure the breakdown of the individual’s 
sense of attachment to society. This scale also 
suggests that the individual’s social malin- 
tegration might correlate very closely with 
criminal behavior. 

The thesis that the degree of social isolation 
is a crucial variable in the character structure 
of the psychopath requires further corrobora- 
tion. Such areas as the degree of need to af- 
filiate, the paucity of such opportunities in 
early life, the early onset of social isolation, 
and the current intensity of the alienation are 
proposed as areas for further investigation. 


Summary 


The psychopath is described as being es- 
sentially isolated, noninvolved and intolerant 
of adult roles. He can best be understood as 
one beset with problems of nonrelatedness, an 
affective void, and an isolated way of being. 
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itesearch is suggested to determine the preva- 
‘ence of social isolation in the formative years 
of the psychopath and its effect on the acting- 
out behavior during his adult years. 


REFERENCES 


1. Scumipeserc, M.: Psychotherapy of the criminal 
psychopath. Scientific Papers, American Psychiatric 
Association, Washington, D. C., April 1959, p. 173. 
Gatpston, I.: Ethos, existentialism and psychother- 
apy. /bid., p. 47. 

3. Brackman, N., Frynn, T. T., Mexican, T. P., Na- 
pou, J. G. and Weiss, J. M. A.: The Social Malad- 
justment Unit: A community-wide approach to the 
problem of delinquent behavior. Am. J. Psychiat. 
114:536-539, 1957. 


to 


4. Biackman, N.: Medical responsibility for juvenile 
delinquency. Postgrad. Med. 10:499-503, 1951. 

5. Weiss. J. M. A., Lamperti, J. W. and BLackMan, 
N.: The sudden murderer: Behavioral patterns. 
Ibid.,’ p. 89. 

6. HemermMan, H., Menpetson, J.. Wexter, D. and 
Sotomon, P.: Sensory deprivation. A.M.A. Arch. 
Int. Med. 101:389-396, 1958. 

. Pittman, J. and Gorpon, C. W.: Revolving Door. A 
Study of the Chronic Police Case Inebriate. Glencoe, 
Illinois, The Free Press, and New Haven, Yale Cen- 
ter of Alcohol Studies, 1958. 

8. BiackMman, N.: The “emotionally shut-in” family. 

Mod. Med. 51:102-104 (February) 1954. 

9. Netrier, G.: A measure of alienation. Am. Sociol. 
Rey. 22:670-677 (December) 1957. 

10. Sroxe, L.: Social integration and certain corollaries. 
Am. Sociol. Rev. 21:709-716 (December) 1956. 


Books RECEIVED 


Books received are acknowledged, and, as space 
permits, those of principal interest to our readers 
are reviewed more extensively. Reviews appear in 
this issue starting on page A-178; additional list- 
ings are on pages 560 and A-186. 


Cellular Aspects of Immunity. Ciba Foundation Sym- 
posium. Edited by G. E. W. Wolstenholme, O.B.E., and 
Maeve O’Connor, B.A. 495 pages with 117 illustrations. 
1960, Little, Brown & Company, Boston. $10.50. 


French’s Index of Differential Diagnosis. Edited by 
Arthur H. Douthwaite, M.D., Senior Physician, Guy’s 
Hospital, London, England. Ed. 8. 1,111 pages with 774 
illustrations. 1960, The Williams & Wilkins Company, 
Baltimore. $24.00. 


The Transparency of the Cornea. A symposium or- 
ganized by The Council for International Organizations 
of Medical Sciences. Edited by Sir Stewart Duke-Elder 
and E. S. Perkins, Institute of Ophthalmology, London. 
268 pages, illustrated. 1960, Charles C Thomas, Spring- 
field, lilinois. $10.00. 


Internal Medicine; a Physiologic and Clinical Ap- 
proach to Disease. By Robert P. McCombs, M.D., Pro- 
fessor of Graduate Medicine, Tufts University School of 
Medicine, Boston. Ed. 2. 750 pages, illustrated. 1960, 
The Year Book Publishers, Inc., Chicago. $10.50. 


Clinical Obstetrics and Gynecology. A quarterly 
book series. Physiology of Pregnancy. Edited by Ernest 
W. Page, M.D., Professor and Chairman, Department 
of Obstetrics and Gynecology, University of California 
School of Medicine, Berkeley-San Francisco. Endo- 
metriosis. Edited by Charles S. Stevenson, M.D., Pro- 
fessor and Chairman, Department of Obstetrics and 
Gynecology, Wayne State University College of Medi- 
cine, Detroit. Vol. 3, No. 2. 267 pages, illustrated. 1960, 
Paul B. Hoeber, Inc., Medical Division of Harper & 
Brothers, New York. $18.00 per year. 


November 1960 


Radiation Injury in Man; Its Chemical and Biological 
Basis, Pathogenesis and Therapy. American Lecture 
Series. By Eugene P. Cronkite, M.D., Head, Division of 
Experimental Pathology, and Victor P. Bond, M.D., 
Head, Division of Microbiology, Medical Research Cen- 
ter, Brookhaven National Laboratory, Upton, New York. 
200 pages, illustrated. 1960, Charles C Thomas, Spring- 
field, Illinois. $6.50. 


Annals of the New York Academy of Sciences, 
1960. Diffusion Behavior of Supersaturated Binary 
Solutions. Vol. 84, Art. 7. 33 pages. 


Practical Clinical Management of Electrolyte Dis- 
orders. By William J. Grace, M.D., Professor of Clinical 


‘ Medicine, New York University School of Medicine, 


New York. 132 pages, illustrated. 1960, Appleton-Cen- 
tury-Crofts, Inc., New York. $4.95. 


A Textbook of Surgical Pathology. By C. F. W. 
Illingworth, M.D., Regius Professor of Surgery, Univer- 
sity of Glasgow Medical Faculty, Glasgow, and Bruce 
M. Dick, F.R.C.S., Regional Consultant in Thoracic Sur- 
gery, Western Region, Scotland. Ed. 8. 704 pages with 
329 illustrations. 1960, Little, Brown & Company, Bos- 
ton. $15.00. 


Electroencephalography in Anesthesiology. Ameri- 
can Lecture Series. By Albert Faulconer, Jr., M.D., Head, 
Section of Anesthesiology, Mayo Clinic, and Reginald G. 
Bickford, M.B., Professor of Physiology, Mayo Founda- 
tion, Rochester, Minnesota. 90 pages, illustrated. 1960, 
Charles C Thomas, Springfield, Illinois. $4.75. 


Oral and Dental Diagnosis; With Suggestions for 
Treatment. By Kurt H. Thoma, D.M.D., Professor of 
Oral Surgery, Boston University School of Medicine, 
Boston, and Hamilton B. G. Robinson, D.D.S., Dean and 
Professor of Oral Diagnosis and Pathology, School of 
Dentistry, University of Kansas City, Kansas City, Mis- 
souri. Ed. 5. 549 pages with 975 illustrations. 1960, W. 
B. Saunders Company, Philadelphia and London. $11.00. 


487 


is 

th 

u- 

te 

e- 

n- 

n- 

nt 

of 

n 

a 1 

n, 

d € 

ts 

n 

S- 

a 

e- 

le 

h 

n 

ie 

A- 

f- 

in 

it 

1S 

n 


Determinations of 
Sciatic Nerve Tension 


ARTHUR A. MICHELE* 


New York Medical College, New York 


diagnosis of 
a lesion involving a 
lower lumbar interver- 
tebral disk presents a 
problem when there is 
a history of injury, low 
back pain, and radia- 
tion of pain down one 
or both legs. If neuro- 
logic examination gives 
positive findings, there ARTHUR A. MICHELE 
usually is no question 
as to diagnosis and treatment, but a challenge 
is presented by a litigant patient without or- 
ganic neurologic changes in the lower extrem- 
ities who nevertheless will not flex his trunk 
on the pelvis or permit elevation of the legs 
more than 5 to 10 degrees off the table. It is 
here that we employ tests that do not require 
the patient’s cooperation—the supplemental 
“hidden” testing that will demonstrate con- 
clusively not only the presence and degree of 
sciatic nerve tension but also its simulation. 
In attempting to rule out simulation it has 
become almost routine to recommend myelo- 
graphic studies using PANTOPAQUE®. Many 
patients decline the test, thereby leaving the 


*Associate Professor of Orthopedic Surgery, New York Medical 
College, New York, New York. 
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Several trunk and leg signs are described 
which will assist in the diagnosis, prognosis 
and treatment of conditions associated with 
sciatic nerve tension. Use of these tests to 


| distinguish between the genuine sufferer 


and the imitator is explained. The signs of 
an active lesion of an intervertebral disk 
are typical and constant, and simulated mo- 
tions inconsistent with tension of the sciatic 
nerve may be discerned readily. 


diagnosis open and the seriousness of the con- 
dition debatable. Even when a patient agrees 
to the test, too often the results are negative 
or at best equivocal and a definite diagnosis 
remains a problem. 

In my experience the tests for determina- 
tion of sciatic nerve tension must be both 
qualitative and quantitative. They constitute a 
basis for diagnosis and prognosis and provide 
indications for either conservative or surgical 
management. 

The presence and extent of sciatic nerve 
tension can be demonstrated clinically by 
movements of the trunk and lower extremities. 
Comprehension of the kinetics of the spine 
and lower extremities facilitates the correla- 
tion of the movements with tension of the 
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-ciatic nerve. After executing one or two of 
the tests, the examiner should be able to pre- 
Jetermine the nature of the response to the 
‘emainder, and with continued experience he 
should be able also to predict the degree of 
positive findings. Ancillary testing maneuvers 
are employed to augment the results of the 
major tests. 

The signs of an active disk lesion are typi- 
cal and constant, and simulated motions in- 
consistent with tension of the sciatic nerve 
may be discerned readily. 


Dynamics of Spinal Movements 


The lumbar portion of the spine, made up 
of five vertebrae and constituting about one- 
third of the length of the presacral column, is 
the most mobile, the cervical part of the spine 
excepted. Motion of the lumbar portion is pro- 
duced by two large masses of muscles. Those 
which are of spinal origin and attach to other 
portions of the skeleton and affect spinal move- 
ments directly are, essentially, the sacro- 
spinalis, quadratus lumborum and _iliopsoas 
muscles. Muscles not attached to the spinal 
column which affect spinal movements indi- 
rectly are the abdominal and the internal and 
external oblique muscles. 

Steindler’ stated that forward flexion of the 
normal spine in the sagittal plane is enacted 
mainly in the cervical and upper dorsal seg- 
ments, while the cervical and lumbar portions 
are the principal backward extensors. He also 
pointed out that while movement between 
vertebrae originates in the intervertebral disk 
as the center of motion, the intervertebral 
articulations, because of their anatomic ar- 
rangement, have a directing and restraining 
effect which makes the motion “trackbound.” 
The excursion field of the entire spine in the 
sagittal plane is 245 degrees for forward and 
backward bending. Inman and Saunders? 
noted that the change in length of the verte- 
bral canal from full extension to full flexion 
is approximately 7 cm. 


Role of Sciatic Nerve Tension 
in Spinal Movements 


Tension of the sciatic nerve characteristical- 
ly lessens the mobility of the spine in flexion 
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and extension. The character and degree of 
embarrassment of the sciatic nerve compo- 
nents govern the range of these motions. 
Lateral and rotatory movements are essential- 
ly free, and they need be determined only in 
cases in which paravertebral muscular spasm, 
flattening, scoliosis or kyphosis is present, for 
the latter may represent instinctive efforts to 
release tension on the sciatic nerve. 

Once the examiner is aware of the poten- 
tialities of the mechanical levers in the trunk 
and lower extremities in influencing tension 
of the sciatic nerve components, he can, by 
observing the range of spinal motion, prede- 
termine which leg signs will be positive as 
well as their significance in the qualitative 
and quantitative scales. 

Movements of the trunk are measured sev- 
erally and individually. Restriction of flexion 
and extension, as already described, is the 
result of abnormal tension between the conus 
medullaris and the point of nerve-root irrita- 
tion, and the amount of tension at this latter 
point dictates the extent of flexion and exten- 
sion of the spine. 


Correlation of Trunk and Leg 
Movements and Sciatic Nerve Tension 


Falconer and associates* observed surgical- 
ly the limitation of the straight-leg-raising test 


_in sciatica. With the patient on his side, the 


disk lesion was exposed, and “as the straight- 
leg-raising test was carried out, the affected 
nerve root was found to tighten over the sum- 
mit of the protrusion, in many instances bury- 
ing itself into the protrusion. It was noted that 
the distance that the extended leg had to be 
flexed at the hip before appreciable tension 
developed within the nerve root corresponded 
roughly to the degree of limitation of straight- 
leg raising present before operation. Thus, in 
cases where this sign had been markedly posi- 
tive, only a slight degree of flexion at the hip 
caused the nerve root at the level of the 
prolapse to be pulled downwards, whereas in 
cases where this sign was less marked a greater 
degree of hip flexion could be made before 
appreciable longitudinal tension developed 
within the nerve root.” These same authors 
also noted that infiltration of the affected 
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nerve root with a local anesthetic at the point 
where it crosses the prolapsed disk would re- 
lieve pain and diminish such signs as limita- 
tion of straight-leg raising, indicating that the 
pain in straight-leg raising is due not to mus- 
cular spasm but to actual compression of the 
extradural spinal roots. 

When the straight-leg-raising test was per- 
formed on cadavers, “the fifth lumbar and first 
sacral nerves moved downwards through their 
respective foramina distances of from 2 to 6 
mm., and this movement did not begin until 
the leg was flexed 30 to 40 degrees from the 
table and was greatest as the leg moved from 
60 to 90 degrees of flexion. The fourth lumbar 
nerve moved downwards to a lesser extent, 
and the remaining nerves did not move at 
all.”* These findings confirmed those of In- 
man and Saunders.” 

In the performance of the straight-leg- 
raising test, tension on the L4, L5 and S1 
nerve roots on the same side increases, and 
as a result these roots move into the foramens. 
The extent of movement was estimated by 
Inman and Saunders” as 2 to 5 mm., by Fal- 
coner and co-workers* as 2 to 6 mm., and by 
Charnley* as 4 to 8 mm. Charnley* noted that 
the nerve-root movement does not occur uni- 
formly throughout the usual 90 degree arc of 
straight-leg raising. The root remains station- 
ary until the leg reaches an angle of between 
30 and 40 degrees above the horizontal level, 
after which it starts suddenly to move and goes 
on moving until 70 degrees is reached. Be- 
yond this point, movement is slow, and by the 
time the leg reaches 90 degrees the root has 
been stationary for some time. 

Armstrong’ demonstrated that the range of 
movement of the lower lumbar nerve roots 
produced by raising the straight leg is much 
greater than that produced by flexion of the 
lumbar portion of the spine alone. On the 
other hand, forward bending from the erect 
position corresponds to bilateral straight-leg 
raising in the supine position, and, in fact, 
more of this movement takes place at the hips 
than does the movement in flexion of the spinal 
column. Armstrong stated further that “irrita- 
tion of one of the lower lumbar roots in its 
extrathecal course is undoubtedly associated 
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with pain referred to the cutaneous distribu- 
tion of the affected root. Root irritation prob- 
ably takes the form of an increase in the root 
tension as the result of its being displaced by 
a posterior protrusion, and the relationship 
between root involvement and pain referred 
to the leg cannot be doubted. Such pain is 
accentuated by anything which raises root ten- 
sion and is dramatically relieved by operative 
removal of the associated protrusion.” 
DeSeze and Guillaume,’ describing opera- 
tive treatment of a herniated disk under local 
anesthesia, noted that the intraspinal roots are 
exquisitely sensitive to touch, which causes 
typical referred pain in the leg. In my own 
experience I have found this to be true. 
O’Connell’ observed that flexion of the neck 
produced an upward movement of the spinal 
cord and dura within the spinal canal and, of 
course, increased the tension in the nerve 
roots coursing downward from the spinal cord. 


Influence of Spinal Movements 
on the Spinal Thecae 


Charnley’s* view of the influence of spinal 
movements on the spinal thecae is that in the 
lumbar region the posterior dura is lax and 
redundant so that the 11 mm. of lengthening 
which takes place at the posterior wall of the 
spinal canal on full flexion of the spine is 
compensated by a local taking-up of the lax 
dura without this membrane being stretched 
beyond its maximal length. Anteriorly the 
dura is much tauter and is closely applied to 
the posterior surfaces of the vertebral bodies 
and disks without the intervention of any 
areolar tissue. The anterior dura is held in 
position by the roots in their extrathecal 
course. Each root carries with it a sheath of 
inelastic dura on leaving the theca, and each 
is fixed distally by branches given off on 
leaving the intervertebral foramen. Since the 
anterior wall of the canal lies much closer to 
the axis of movement than does the posterior 
wall, its excursion of movement is more limit- 
ed. From full extension to full flexion, the 
length of the anterior wall increases by only 
5 mm., and this movement probably is dis- 
tributed evenly over the thecae and five extra- 
thecal roots, each of which has only to absorb 
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« normal range of movement of 1 mm. Both 
rvots and dura can normally accommodate 
tiemselves beyond their normal tolerance. 


Comparative Effects of Pressure and 
Tension of the Sciatic Nerve 


Pressure exerted on the sciatic nerve at the 
level of the buttock, such as when sitting on 
the edge of a chair, results in a state of ob- 
dormition—numbness and paralysis, but no 
pain. This is comparable to the effect of a 
surgical procedure on the epithelium-lined in- 
testine when the abdomen has been entered 
after induction of local anesthesia; the intes- 
tine can be compressed, burned or cut with- 
out pain, but stretching or distention produces 
excruciating pain (colic). 


Muscular Atrophy and Weakness 


Abnormal pressure on a nerve root, pro- 
ducing sustained tension, causes some loss of 
bulk and power in the muscles it innervates. 
Usually the muscular wasting or weakness is 
a late sign, indicating that the tension has 
been present for some time. In this event, the 
state of atrophy and weakness may be irre- 
versible. Loss of motion of an articulation 
may be due to associated nerve tension and 
concomitant pain, or it may be secondary to 
paralysis of the muscle due to nerve-root pres- 
sure on the main nerve supply. 

When muscular atrophy or weakness is 
present, invariably it is found in the region 
of the calf, thigh or buttocks. In the calf or 
thigh it is readily demonstrated by differences 
in circumferential measurements. Visual im- 
pression suffices for detection of gluteal mus- 
cular atrophy. The motor values of hip, knee, 
ankle and toes are best determined against 
the pull of the examiner’s hand. 


Site of Pain 


The pain associated with herniated inter- 
vertebral disk often is localized in the lumbo- 
sacral area, and in many cases it manifests 
itself over the sacrosciatic notch or the pos- 
terior aspect of knee or calf. Lower back 
symptoms vary from severe pain to a dull, 
annoying ache. Whatever the site of pain, its 
degree is commensurate with the amount of 
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tension due to irritation or pressure against 
the extrathecal nerve root. 


Radiation Pathways 


A lesion of a lower lumbar disk usually 
presents radiation of pain along the track of 
the component of the sciatic nerve under 
tension. The course is along the posterior thigh 
and calf into the ankle and great toe. 


Attitude of Spine in 
Sciatic Nerve Tension 


The lumbar plexus is formed by the an- 
terior rami of the upper three and one-half 
lumbar nerves. The lower half of the fourth 
ramus joins the fifth ramus to form the lumbo- 
sacral trunk. The plexus branches encounter 
the psoas and pass among its posterior fibers. 

In the normal spine there is a limited de- 
gree of possible rotation of the lumbar verte- 
brae. Irritative lesions of pressure or tension 
on the nerve root of the lumbar plexus or 
disturbance of the intervertebral foramen 
gives over to psoas reflex spasm. Deformity of 
the spine is lateral and of the inclinatory type, 
with hip flexion on the same side and a posi- 
tive Neri sign due to the splinted psoas. 

The curve of the sciatic scoliosis generally 
is toward the side of the lesion. However, in 
two cases of severe sciatic scoliosis due to 
herniated disk lesions at the level of L4-L5 
we were able to shift the curve from one side to 
the other. With the patient standing and with 
his hand (on the curvature side) against a 
door, gradual flexion of the affected hip, 
gradual hyperextension of the dorsolumbar 
region, and then a lateral sway of the pelvis 
at the level of the hip resulted in production 
of a sciatic scoliosis on the opposite side. Re- 
peating the maneuver in reverse shifted the 
scoliotic curve to its original position. In the 
shifting of the scoliosis there was no change 
in the flip sign,* the buckling sign® or Laségue’s 
sign. There was no change in the myelograms, 
and the lesions were demonstrated surgically 
to be one-sided. 


The Leg Signs 
The various tests to demonstrate sciatic 


nerve tension by movement of the lower ex- 


491 


rt 
y 
d 
is 
l- 
e 
e 
n 
k | 
f 
| 
| 
1 
] 

= 


q 
4 


FIGURE 1. Lever sign for 
determination of patholog- 
ic processes involving the 
coxofemoral, sacroiliac or 
lumbosacral joint. 


| | Straight leg raising 1| 


Fulcrum 45° Coxofemoral joint 
60° Sacroiliac joint 
90° Lumbosacral joint 


tremities furnish two types of signs: lever 
signs and tension signs. The lever tests pro- 
duce stress or irritation across a diseased or 
deranged hip joint, sacroiliac joint or lumbo- 
sacral joint. The tension tests are predicated 
on extrathecal nerve-root tension. 

Lever signs—The straight-leg-raising test is 
performed with the patient supine (figure 1). 
The heel of the affected extremity is in the 
palm of the examiner’s hand. Elevation of the 
limb to 45 degrees with the knee extended 
will elicit a response of pain or discomfort 
by flexion at the site of fulcrum, the hip joint. 
If the hip joint is not the site of disease or 
derangement, continued elevation of the 
straight leg to approximately 90 degrees will 
shift the fulcrum of stress and irritation to 
the level of the lumbosacral articulation, pro- 
ducing a response of pain and probably spasm 
of the paravertebral musculature if there is 
derangement or disease at this level. 

Other passive-mobility lever tests may be 
of value in diagnosis and localization of low 
back pain. Laguere described a test for con- 
ditions affecting the hip joint in which the 
thigh is carried into abduction, flexion and 
external rotation, and the knee is pressed 
down strongly against the table. The femoral 


492 


head bears against the anterior portion of the 
capsule, and pain is produced if there is effu- 
sion or irritation of the joint. This test also 
transmits strain and stress to the sacroiliac 
articulation on the same side and produces 
pain at this junction if it is the involved site; 
usually the maneuver does not affect the sacro- 
lumbar articulation. 

Gaenslen”® described a test performed with 
the thigh and knee of the affected leg strongly 
flexed and the limb then pressed against the 
chest. When the other hip is hyperextended, 
pain appears in the affected sacroiliac articula- 
tion. Goldthwait"' makes use of the straight- 
leg-raising test as a lever sign. He suggested a 
technic in which the thigh on the affected 
side is strongly flexed and the knee extended, 
and stated that pain is elicited in the affected 
sacroiliac articulation. The flexion signs of 
Ely’? and Brudzinski, involving raising of the 
head and trunk, fall into the class of the leg- 
raising sign in that they tend to break the 
protective spasm of the sacrospinalis muscle. 
The Ober™ sign, if positive, denotes trans- 
mission of strain through the lumbodorsal 
fascia to the tensor fascia. The test is used 
to demonstrate transmission of the strain of 
the back muscle to the iliotibial band. The 
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FIGURE 2. Buckling sign. 
The buckling of the knee 
is an involuntary reaction 
to pain and signifies a re- 
lease from the sciatic nerve 
tension producing the 
pain. This test not only 
determines the point of 
genuine sciatic nerve ten- 
sion but also identifies the 
simulator. 


contraction of the tensor fasciae holds the 
pelvis in abduction as a protective measure 
which correlates with spasm of the sacro- 
spinalis or quadratus lumborum muscle. The 
Patrick and Ely’* leg tests are purely lever 
tests and are valueless for determination of 
sciatic nerve tension. 

Tension signs—The tests which elicit ten- 
sion signs are as follows. 

1. Laségue’s'* sign—The hip is flexed to a 
right angle with the knee bent, and then the 
knee is gradually straightened. Normally the 
knee can be extended fully with the hip in 
this position, but in the presence of nerve- 
root irritation the extension of the knee is 
restricted and acute pain occurs at the ex- 
treme of excursion. Straight-leg elevation is 
not employed in this technic. 

Straight-leg raising as a sciatic tension test 
was first described by Forst,’® who attributed 
the test to his master, Laségue. It was carried 
out with the “patient lying on the bed in 
decubitus. The examiner grasps the heel of 
the affected member with one hand and places 
the other hand on the patient’s knee. The ex- 
tended extremity is then flexed on the thigh; 
the test is considered positive when pain is 
produced at the sciatic notch after mere ele- 
vation of the member a distance of several 
centimeters.” Both Laségue and Forst con- 
cluded that a positive response is the result 
of muscular contraction in the thigh and about 
an involved sciatic nerve trunk. 
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Sciatic tension sign—positive | | 


2. Laségue-Forst sign—As Forst described 
the straight-leg-raising test, the examiner ele- 
vates the affected leg from the table, main- 
taining the knee in extension, to a point in 
the arc where, in positive cases, pain is mani- 
fested along the sciatic nerve trunk. The 
Laségue-Forst test is both qualitative and 
quantitative. The hip-flexion test of Laségue, 
performed with a flexed thigh (90 degrees) 
and gradual extension of the flexed knee, is 
only a qualitative sign of sciatic tension. 

DeBuerman’® and Sjéqvist’’ questioned 
the theory that sciatic pain produced by the 
straight-leg-raising test of Laségue and Forst 
and by the hip-flexion test of Laségue is in 
any way related to muscular contraction in 
the thigh, and favor the opinion that it follows 
a stretching of the sciatic nerve. 

3. Buckling sign*’—My own interpretation 
of the straight-leg-raising test is as follows. 
With the patient supine and the palm of the 
examiner’s hand under the heel of the affected 
extremity, which usually rests in an attitude 
of slight external rotation of the thigh and 
mild plantar flexion of the ankle, the limb is 
gradually elevated, with the knee extended, to 
a point at which the knee begins to buckle 
(figure 2). This buckling, an involuntary re- 
action to pain, signifies a release from the 
sciatic nerve tension producing the pain, and 
the point at which the buckling occurs estab- 
lishes the quality and quantity of the tension. 
Tightness of the hamstring muscles may be- 
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FIGURE 3. Internal rotation 
of the thigh is an ancillary 
maneuver to augment the 
straight-leg-raising test. A 
positive response is elicited 
much earlier in the are of 
elevation. 


| Ancillary sciatic tension sign 
Internal rotation 


FIGURE 4. Another ancil- 


lary maneuver is dorsi- 
flexion of the ankle, which 
produces a more severe or 
earlier pain response be- 
cause of stretching of the 
sciatic nerve through the 
posterior tibial branch. 


Ancillary sciatic tension sign 4 


Dorsiflexion of ankle 


cloud the interpretation of this test to some 
extent, as it may the straight-leg-extension 
test of Laségue and Forst, but hamstring ten- 
sion is invariably bilateral. 

In the case of a simulator, an actual buck- 
ling point is nonexistent and response is pure- 
ly voluntary. In evaluating the test under these 
circumstances, the examiner might, in his own 
mind, compare the response to that which oc- 
curs when a hot stove is touched with a finger. 
The instinctive, immediate withdrawal of the 
finger is equivalent to the genuine buckling 
sign. An attempt to push away the stove would 
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portray the simulator, who maintains the knee 
in full extension so that with increasing ele- 
vation of the extremity there is increasing 
tension against the sciatic nerve. It is at once 
apparent that here we have a test that not 
only determines the point of genuine sciatic 
nerve tension but also is infallible in dis- 
covery of the simulator. 

4. Neri’s'® sign—When a patient with sci- 
atic nerve irritation bends forward or bends 
the trunk other ways, the knee on the affected 
side flexes. 

5. Minor’s'® sign—A positive response is 
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-vident when a patient with sciatic pain rises 
irom a sitting position by supporting himself 
on the unaffected side and places one hand 
on his back while he bends the affected leg. 

6. Fajersztajn’s*’ sign—Fajersztajn de- 
scribed a crossed or well-leg-raising test per- 
formed with the patient supine. The healthy 
extremity is flexed forcibly on the thigh with 
the leg extended. When the response is posi- 
tive, pain is elicited at 30 to 100 degrees. 
ajersztajn carried out dissections on cadavers 
to prove his theory that tension on one sciatic 
nerve produces tension in the spinal roots of 
its opposite. With the lumbosacral root ex- 
posed, traction on one nerve pulled the dural 
sac caudally and ipsilaterally, and at the same 
time displaced the contralateral roots in a 
centrifugal fashion. Woodhall and Hayes*’ 
confirmed these findings by cadaver dissection 
and by surgery. They demonstrated that when 
the straight leg is raised, the roots on the 
contralateral side emerge a little from their 
foramens and shift slightly toward the oppo- 
site side, at the same time tending to approach 
the wall of the spinal canal. The first sacral 
and fifth lumbar roots are affected to a greater 
extent by this contralateral movement than is 
the fourth lumbar root. 

7. Ancillary signs—There are three ancil- 
lary nerve tension signs used to augment one 


of the straight-leg-raising tension tests: inter- . 


nal rotation of the thigh, dorsiflexion of the 
ankle or the large toe, and flexion of the 
cervical spine. 

a. Internal rotation of the thigh—The sci- 
atic nerve leaves the pelvis by traversing the 
greater sciatic foramen, emerging in the glu- 
teal region and coursing laterally and then 
downward, coming to lie in the hollow mid- 
way between the ischial tuberosity and the 
greater trochanter. It descends in the plane 
between the adductor magnus and the ham- 
string muscles, and then a short distance 
above the popliteal fossa it divides into the 
tibial and laterally placed peroneal branches. 
The positive response to the straight-leg- 
raising test of Laségue and Forst and the 
buckling of the knee occur much earlier in 
the are of elevation when the affected lower 
extremity is held in a position of acute in- 
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Sciatic nerve 


Tibial nerve 
Common peroneal 


Posterior tibial 


FIGURE 5. Tension points of sciatic nerve and major 
divisions. 


ternal rotation while the knee is maintained 
in an extended position (figure 3). Bonnet’s 
phenomenon is present when passive flexion 
of the adducted and internally rotated hip and 
knee elicits pain, indicating irritation of the 
sciatic nerve. 

b. Dorsiflexion of the ankle or large toe— 
The pain elicited in the straight-leg-raising 
tension test may be more severe or may ap- 
pear earlier when the foot or the great toe is 
dorsiflexed (figure 4).°*** The increased se- 
verity or earlier appearance of the pain is the 
result of associated stretching of the sciatic 
nerve through the posterior tibial branch. 

c. Flexion of the cervical spine—The 
straight-leg-raising tests can be modified by 
flexing the cervical spine, thereby raising the 
thecal and root tension. When the straight leg 
is raised to a level just short of the point of 
tolerance, flexion of the cervical spine raises 
the root tension and produces severe pain. 

8. Pressure signs—Response to local per- 
cussion or pressure is a constant clinical find- 
ing when there is firm fixation of the lumbar 
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FIGURE 6. Sciatic tension test devised by Deyerle and 
May®* to demonstrate nerve-root pressure in back and 
leg pain. With the leg locked between the examiner’s 
knees at subpain level, pressure is applied over the 
sciatic nerve in the popliteal space. Reproduction of pain 
in back or leg, or both, is a positive result. 


and lumbosacral regions as a result of ad- 
vanced posterior relaxation of the lumbar ver- 
tebrae. Tenderness per se is present over L4 
and L5, or the lumbosacral joint, in most in- 
stances. If there is spasm of the paravertebral 


Sacrosciatic notch 


muscles, the area of tenderness is broadened, 
not because of increased pain but because 
pressure tension points in an area of spasm 
are accentuated by flexion of the lower lumbar 
and lumbosacral regions. Tenderness along 
the posterior half of the iliac crest or the 
sacroiliac joint is basically a reflection of 
myofascial tension coupled with rigidity, stiff- 
ness and muscular spasm of the lower back. 

The sciatic nerve passes out of the pelvis 
through the greater sciatic foramen, below the 
level of the piriformis. Trigger-point tender- 
ness is often found in the region of the sacro- 
sciatic notch, particularly when the nerve is 
placed in a position of tension (figure 5). The 
sciatic nerve begins to divide into the tibial 
and common peroneal branches in the lower 
part of the thigh, and the common peroneal 
division courses downward along the lateral 
border of the popliteal fossa to reach the back 
of the fibular head. It winds around the neck 
of the fibula and divides into three branches. 
This firm fixation of the lateral division of 
the sciatic nerve at the level of the knee places 
primary immediate tension on the common 
peroneal nerve in contrast with its fellow, the 
tibial nerve, which courses longitudinally 
down into the midpopliteal fossa into the leg 
and foot. 

Deyerle and May” have devised a sciatic 
tension test to demonstrate the presence or 
absence of nerve-root pressure as the causa- 
tive agent in back and leg pain (figure 6): 
“The patient is instructed to sit on a table, 


FIGURE 7. In early or mild 
sciatic tension, the pluck- 
ing or pressure phenome- 


non occurs when the mem- 


Head of fibula 


Peroneal nerve 


Posterior tibial nerve 


ber is put in a vulnerable 
position. 
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Seated—normal lordosis 


ricuRE 8. In performance of the flip test, the patient 
is seated with his spine erect. 


holding his back as straight as possible and 
sitting directly in line with no twist. He should 
brace himself with his hands and should not 
move his back or any portion of the body. The 
affected limb is extended passively at the knee 
until the patient states that the leg pain, or a 
portion of the pain, is reproduced. The leg is 
lowered just below the point of pain and is 
held clasped between the examiner’s knees 
with the second and third fingers of the ex- 
aminer’s hands pressed on the sciatic nerve. 
in the popliteal space, which has been ‘bow- 
stringed’ by this procedure. Pressure can be 
made directly over the tense ‘bowstring’ sci- 
atic nerve. This maneuver causes some local 
discomfort but it is much overshadowed by 
severe reproduction of the sciatic pain. The 
entire pain or any portion of the pain of which 
the patient complains may be reproduced. 
Pressure may be applied over the popliteal 
space with the leg fixed in the position of 
maximal pain.” 

I utilize this test in cases of minimal or 
mild sciatic nerve tension. When the affected 
leg is placed in a position of sciatic nerve 
tension (figure 7), plucking or pressure of 
the common peroneal division of the sciatic 
nerve which is under tension due to irritation 
or pressure against the extrathecal roots will 
produce a positive response of pain. The tibial 
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FIGURE 9. When the flip sign is positive, elevation of the 
leg produces reversal of lumbar curve. 


Flip sign—negative 


FIGURE 10. Negative response to flip test indicates ab- 
sence of sciatic nerve tension. 


branch often may respond to the plucking or 
pressure. By the same token, when the sciatic 
nerve is placed in a position of tension coupled 
with dorsiflexion of the ankle, the posterior 
tibial nerve just below the level of the internal 
malleolus is tender to pressure. 

9. The flip sign*—Petrén*® in 1909 de- 
scribed a ready method to elicit sciatic pain, 
which was to ask the seated patient to extend 
the knee joint. As already pointed out, relaxa- 
tion or flattening or kyphosis of the lower 
lumbar region occurs as a defense mechanism 
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FIGURE 1]. Position of knee and spine in presence of 
sciatic nerve tension. 


to alleviate abnormal tension on the sciatic 
nerve components. When the degree of em- 
barrassment is such that a flattening or a fair 
lordosis of the area is present, the flip test 
is of material value. It elicits a positive re- 
sponse in at least 95 per cent of all cases of 
sciatic nerve tension and may be the only 
truly significant sign in clinical determination 
and evaluation of sciatic nerve tension. The 
fact that it may be carried out with the patient 
in the seated position enhances its worth. 
The patient is seated, preferably on the 
examining table, and is asked to maintain his 
spine erect (figure 8); examination is focused 
at the knee joint. The affected thigh is de- 
pressed against the table. With one hand the 
examiner exerts pressure in holding the thigh 
firmly to the table, while with the other hand 
he gradually raises the heel with the intent of 
obliterating the flexion angle of the knee (fig- 
ure 9). If the response is positive, attempted 
forceful extension of the knee from 45 to 0 
degrees will produce posterior rotation of the 
pelvis with reversal of the lumbar curve, and 
in cases in which the spine is fixed through 
spasm the entire pelvis and trunk will rotate 
in backward extension and the patient will 
be thrown back on the table. The point in the 
arc of movement of the lower leg at which the 
posterior pelvic rotation and backward exten- 
sion of the spine occur is the indicator of the 
degree of sciatic nerve tension. This critical 
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FIGURE 12. Position of knee and spine in absence of 
sciatic nerve tension; the simulator has no difficulty sit- 
ting erect on the table with the knees extended. 


| Normal lordosis—knee extended 


point in the arc is essentially the same as that 
noted in flexion of the trunk and the straight- 
leg-raising test (buckling sign, figure 2). If 
the flip test is negative and the buckling test 
is negative, the straight-leg-raising test will be 
negative (figure 10), in spite of strong re- 
sistance to straight-leg raising on the part of 
the simulator. When sciatic nerve tension is 
present and the flip sign is present, the patient 
cannot sit erect on the table without flexion 
of the affected knee and backward extension 
of the trunk (figure 11). The simulator, in 
whom the flip test must be negative, has no 
difficulty sitting erect on the table with the 
knees extended (figure 12). 

10. The withdrawal sign—a. Posterior pel- 
vic swing—Range of motion of the unaffected 
spine is usually observed commencing with 
the patient standing with the ankles at ap- 
proximately right angles, knees in full exten- 
sion, and hip joints in an erect attitude (fig- 
ure 13). With gradual flexion of the trunk 
at the hips, a pelvic swing posterior to the 
line of gravity occurs, and there is a positive 
(normal) withdrawal of the pelvis (figure 14). 
Once the positive pelvic withdrawal attitude 
is established, the range of motion of the trunk 
anteriorly will be from a neutral (0 degrees) 
to a horizontal (90 degrees) plane. This range 
of possible flexion predetermines the degree 
of motion to be anticipated in leg-sign testing. 
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FIGURE 13. In performance of the withdrawal test, the patient stands with the ankles approximately at right angles, 
knees in full extension, and hip joints in an erect attitude. Drawing shows line of gravity in the erect posture. 


FIGURE 14. With gradual flexion of the trunk at the hips,’the pelvis swings posterior to the line of gravity and there 


is a positive (normal) withdrawal of the pelvis. 


FIGURE 15. In sciatic nerve tension, the posterior withdrawal (hyperextension) sign is positive. Flexion of the trunk 


on the pelvis is restricted to about 45 degrees. 


FIGURE 16. Withdrawal (flexion) sign controlled (absent). The simulator controls withdrawal of the hip joints so that 
it appears to be absent, and permits flexion of the trunk up to 45 degrees, beyond which point forward fall is inevitable. 


Here, again, findings in the leg signs are predi- 
cated on the source of influence, i.e., on its 
location as related to the point of extrathecal 
nerve-root tension. For instance, we have 
found that the degree of tension manifested 
through leg signs invariably is greater in le- 
sions at the L4-L5 level than in those at 
L5-S1. In cases of bilateral hamstring tension, 
range of flexion of the trunk is disturbed be- 
cause there is a minimal degree of possible 
anteflexion of the pelvis. 

In genuine sciatic nerve tension, withdrawal 
is positive and flexion of the trunk on the 
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pelvis is restricted to about 45 degrees (figure 
15). The simulator controls withdrawal of the 
hip joints so that it appears to be absent, and 
permits flexion of the trunk up to 45 degrees 
(figure 16), beyond which point he must in- 
evitably fall forward if further flexion is 
induced. 

b. Anterior pelvic swing—In backward ex- 
tension (hyperextension) of the spine the 
picture is reflected in essentially the same 
manner. In the normal spine there is approxi- 
mately a 15 degree anterior swing of the hip 
joint, and possible extension of the spine 
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FIGURE 17. In backward extension (hyperextension) of the spine, the pelvis swings anterior to the line of gravity (an- 


terior withdrawal sign). Drawing depicts normal range. 


FIGURE 18. When nerve-root tension is present, hyperextension may be limited but there will be some degree of an- 
terior withdrawal of the pelvis. Withdrawal (hyperextension) sign positive. 


FIGURE 19. Simulator. Anterior withdrawal sign negative. The simulator will not attempt anterior pelvic withdrawal. 


varies from 30 to 45 degrees. This pelvic an- 
terior swing at the hip is the anterior with- 
drawal sign, deemed positive when withdrawal 
is present (figure 17). When nerve-root ten- 
sion is present, hyperextension of the spine 
may be limited but there will be some degree 
of anterior withdrawal of the pelvis (figure 
18). Further, in simulation there is almost 
always a curling of the toes and a contraction 
of the gluteal muscles as the 45 degree point 
of resistance is reached. The simulator stands 
in a firm, erect attitude and will not attempt 
anterior pelvic withdrawal (figure 19). 

11. The advancement sign—An elaboration 
of the withdrawal test is the advancement test, 
which further demonstrates the inconsistency 
of pseudosciatic nerve-tension signs exhibited 
by the simulator. It is performed with the pa- 
tient standing. In the genuine case, when the 
affected extremity is advanced for a distance 
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of two paces and the trunk is flexed forward 
on the pelvis, this flexion is restricted to ap- 
proximately 45 degrees (figure 20). When the 
same patient advances the unaffected extrem- 
ity two paces, thus releasing the sciatic nerve 
tension in the affected member, flexion of the 
trunk can be carried out to a horizontal plane 
(figure 21). In the simulator, advancement of 
either extremity will not affect the range of 
motion of the trunk, which he usually restricts 
to less than the 45 degrees of flexion in any 
event (figure 22). 


Summary 


I have attempted to clarify the picture in 
regard to the consistency or inconsistency of 
signs of the trunk and lower extremities in 
sciatic nerve tension and thus enable the ex- 
aminer to differentiate beyond doubt between 
the genuine sufferer and the imitator. 
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FicURE 20. Advancement sign. Positive response. When sciatic nerve tension is present, forward flexion on the pelvis 
is restricted to about 45 degrees when the affected extremity is advanced two paces. 


FIGURE 21. When the unaffected leg is advanced two paces, thus releasing the sciatic nerve tension in the affected 
member, flexion of the trunk can be carried out to the horizontal plane (90 degrees). 


FIGURE 22. Advancement sign negative in both legs. Simulator controls flexion of the spine beyond 45 degrees when 
either the unaffected or the allegedly affected extremity is advanced. 


The cause of pain in sciatic nerve tension 
is irritation of or pressure against the extra- 
thecal nerve root. Trunk and leg signs have 
a dual role. As levers, they serve well in diag- 
nosis of lumbosacral-coxal lesions. As tension 
signs, they are indicators of compression or 
irritation of the nerve roots. 

I have added my own interpretations of the 
straight-leg-raising tests. The buckling sign is 
a qualitative and quantitative gauge of sciatic 
nerve tension. I have offered the flip sign, the 
withdrawal sign and the advancement sign to 
determine definitely the presence or absence 
of such tension. Several of the tests can be 
performed with the patient either standing or 
sitting, totally unaware of their significance. 

Signs consistent with sciatic nerve tension 
are as follows: sciatic scoliosis, flattening of 
the lumbar spine, Neri’s sign, positive response 
to the various straight-leg-raising tests, flexion 
of the affected knee when seated on the ex- 
amining table, positive flip sign, positive with- 
drawal sign with range of trunk motion in 
flexion or extension about half the normal 
span, and limitation of flexion of the trunk 
on the pelvis to about half the normal span 
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when the affected extremity is advanced (ad- 
vancement sign). 

Signs inconsistent with sciatic nerve ten- 
sion are absence of scoliosis, absence of Neri’s 
sign, negative buckling sign, negative with- 
drawal sign (trunk flexion will not exceed 45 
degrees regardless of which extremity is ad- 
vanced), and negative flip sign (ability to sit 
erect on the examining table with the knees 
extended ). 

After carrying out one or two of the tests, 
the examiner may readily foresee which of 
the remaining procedures will be positive and 
which will be negative. 
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Management of Uterine Fibromyomas 


GEORGE MACER* 


University of Southern California School of Medicine, Los Angeles 


Ir is safe to say that 
hysterectomy has been 
performed more fre- 
quently for fibromy- 
omas than for any other 
lesion. However, on the 
side of justice, one 
must recognize that 
this neoplasm is pres- 
ent in 20 per cent of 
women who are more 
than 35 years of age. 
Kelly said that the incidence of this tumor 
was closer to 40 per cent in Negro women of 
this age group. Uterine fibromyomas occur 
most frequently in women who are between 
30 and 45 years of age, and hysterectomy is 
performed most often on women of this age. 

A review of the records of a private hos- 
pital revealed that fibromyoma of the uterus 
was the chief indication for hysterectomy in 
about half of the cases in which this operation 
was performed. Does the mere presence of a 
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In cases in which pain, backache, vaginal 
bleeding, constipation, dyspareunia and nu- 
merous other symptoms are attributed to a 
fibromyoma of the uterus, one should ana- 
lyze and treat the symptoms before recom- 
mending surgical intervention. If a thor- 
ough study does not reveal any other cause 
for these symptoms or for sterility, the sur- 
geon should evaluate the fibromyoma and 
treat the patient as indicated. 


uterine fibromyoma warrant its removal? Are 
surgeons adhering to the principles of treat- 
ment that they were taught, or have their 
indications for hysterectomy changed? Has 
their philosophy about a patient with a be- 
nign uterine tumor changed, or has it been 
changed for them? The object of this paper 
is to evaluate the attitude regarding this com- 
mon tumor. 

The history of a lesion usually influences 
the thinking of a surgeon and puts his per- 
spective into sharper focus. The history of 
uterine fibromyomas is the history of hysterec- 
tomy. The first recorded operation for a uter- 
ine fibromyoma was done by Washington 
Atlee in August 1844. In 1845, he reported 
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the extirpation of a fibromyoma from the 
peritoneal surface of the uterus. The patient 
did not survive. A year later, in 1846, John 
Bellinger performed a previously planned 
hysteromyomectomy. Animal ligatures were 
applied about the cervix of the uterus. The 
patient died of peritonitis on the fifth day 
after the operation. 

In 1853, Burnham, of Lowell, Massachu- 
setts, operated on a woman for an ovarian 
cyst but found that she had a uterine fibro- 
myoma. This diagnostic error is still common. 
He removed the tumor by tying a stout liga- 
ture about the cervix and on each side to 
ligate the uterine vessels. The ends of the 
ligatures were brought out at the lower angle 
of the incision. The ligatures came away about 
the fifth week after the operation, and the 
patient recovered. This is the first recorded 
case in which a patient recovered after an 
operation for a uterine fibromyoma. Burnham 
later performed hysterectomy in 15 other pa- 
tients. Only three of these recovered. 

In 1853, Kimball also performed a pre- 
viously planned hysterectomy in a case of 
uterine fibromyoma. He transfixed the cervix 
with ligatures, as Burnham had done, and 
brought the ends of the ligatures out at the 
lower angle of the incision. Eight months after 
the operation, the patient was well and the 
ligatures still were attached! 

From that time on, as asepsis and surgical 
technic improved, hysterectomy was performed 
in an increasing number of cases. 


Indication for Operation 


The classic textbook indications still form 
the basis for the treatment of uterine fibro- 
myomas in most cases. These include the size 
of the tumor, pain and bleeding, with or with- 
out pelvic pressure. To these indications should 
be added a history of infertility suggesting 
that the tumor has interfered with past preg- 
nancies and probably will interfere with the 
normal course of either a present or future 
pregnancy. 

Size of the tumor—Subjectively, most wom- 
en are not aware that they have a uterine 
tumor unless it is large enough to disturb 
their waistline or protrudes from the vagina. 
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A uterine tumor that protrudes from the va- 
gina certainly should be removed. If a pelvic 
mass is 6 cm. or more in diameter, is hard, 
is not tender, and is attached to the body of 
the uterus, one is justified in assuming that 
it may be a fibromyoma. However, it is im- 
portant to follow the patient just as one would 
do if the presence of an ovarian mass was 
suspected. If enlargement of the tumor, or 
pain or fixation occurs within three to six 
months or longer, surgical intervention is justi- 
fied. If such changes occur, it is possible that 
the lesion may be more serious than a simple 
myoma. It would not be good practice to 
permit an ovarian mass to progress as a result 
of being mistaken for a uterine fibromyoma. 

It is difficult to set a size limit on a uterine 
fibromyoma that is subjectively asymptomatic. 
However, when the tumor approaches the size 
of a 12 to 14 week gestation, the patient be- 
comes aware of its presence, and | personally 
believe that a tumor of this size should be 
removed. When a uterine tumor reaches this 
size, it is likely to cause obstruction of the 
urinary tract. It usually causes pelvic pressure 
and aching, to which the patient gradually be- 
comes accustomed. The patient is amazed at 
how much better she feels after hysterectomy 
has been performed. 

A rapidly growing fibromyoma should not 
be removed until the patient has been asked 
a few simple questions, such as: “Are your 
breasts tender?” “Do you have morning nau- 
sea and urinary frequency?” It even may be 
advisable to have a Friedman test performed, 
especially if the patient is approaching the 
menopause and is expecting to miss some 
menstrual periods. 

Since 99.5 per cent of all fibromyomas of 
the uterus are benign, and since only a few 
of these tumors cause significant subjective 
symptoms, why pick an arbitrary size of 8, 
10, 12 or 15 em. as an indication for their 
removal? My only answer to this question is 
that as the tumor begins to approach the 
pelvic brim it may cause trouble as a result 
of pressure. The most significant result of such 
pressure is dilatation of the upper part of the 
urinary tract. If pyelography were performed 
in cases in which a uterine tumor reaches this 
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size it would reveal dilatation of the upper 
portion of the urinary tract in 50 per cent of 
the cases. 

Malfunction of the urinary bladder also oc- 
curs in some cases. As a result, frequency of 
micturition, urge incontinence and even stress 
incontinence may occur. Investigators have 
noted that the incidence of elevation of the 
blood pressure is high in cases in which a 
uterine tumor has caused dilatation of the 
upper part of the urinary tract and that the 
blood pressure decreases after the tumor has 
been removed. Large fibromyomas are more 
likely to cause such complications as hemor- 
rhage and degeneration than are those that 
are the size of a marble or a golf ball. 

Pain—A fibromyoma of the uterus rarely 
is the only cause of pain. One first should look 
elsewhere for the cause of pain in the lower 
part of the abdomen, backache, pain that ex- 
tends down the legs, dyspareunia, dysuria and 
dyschizia. Painful degeneration of a fibro- 
myoma rarely occurs in a woman who is not 
pregnant. The degeneration is due to ischemia 
in the tumor. The ischemia may be due to 
occlusion of the supplying blood vessel or to 
the fact that the tumor is outgrowing its blood 
supply owing to the stimulus of pregnancy. 

If pain and tenderness occur in a fibro- 


myoma that is moderately fixed, they almost. 


always are due to concomitant pelvic inflam- 
matory disease, pelvic endometriosis or diver- 
ticulitis. Pelvic pain is usually due to tension 
or early involvement of the peritoneal surface. 
A slowly growing myoma rarely involves the 
peritoneum. 

Bleeding—Since vaginal bleeding probably 
is the most common symptom of a uterine 
fibromyoma, much of the vaginal bleeding of 
varying extent has been attributed to this tu- 
mor. It is important that other causes of the 
bleeding be investigated before the patient is 
advised to undergo a laparotomy. There rarely 
is any urgency for the performance of this 
operation. To do a hysterectomy before dila- 
tation and curettage has been performed is 
similar to buying a pig in a poke; that is, one 
does not know what is in the bag. Further- 
more, the treatment of a malignant tumor is 
different from that of a simple myoma. Inter- 
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menstrual or postmenstrual bleeding should 
always be viewed with suspicion. Cytologic 
examination, curettage and cervical biopsy al- 
ways should precede definitive treatment. Hys- 
terectomy has become so commonplace and 
its mortality rate is so low that it often is per- 
formed in cases in which a curettage would 
be adequate. There is an old Chinese saying, 
“Don’t shoot a sparrow with a cannon.” 

In cases in which the uterus is small and 
nodular, and menorrhagia occurs with or with- 
out metrorrhagia, it has been my policy to 
advise the patients to undergo a hysterectomy 
if a third dilatation and curettage becomes 
necessary. This statement is based on the as- 
sumption that the first dilatation and curettage 
did not disclose any submucous myomas. 

Small submucous and interstitial fibromyo- 
mas seem to cause more bleeding and vaginal 
discharge than do larger tumors. Recurring 
and aggravating bleeding has been the chief 
indication for hysteromyomectomy in cases of 
these tumors. 

Sterility—lIs there any relationship between 
infertility and fibromyoma of the uterus? The 
incidence of sterility in all women of the 
childbearing age is about 15 per cent. In cases 
of fibromyoma of the uterus, this incidence 
is closer to 40 per cent. It also has been noted 
that the tendency for miscarriage to occur is 
greater in women who have fibromyomas. It 
is not known whether the sterility is due to 
the presence of the fibromyoma or to the endo- 
crinologic cause of the tumor. Fibromyomas 
have been produced in rabbits by the injec- 
tion of estrogen, and their production has been 
prevented by the simultaneous injection of 
progesterone. These results have not been du- 
plicated in human beings. 

If it is found that one or more fibromyomas 
have produced marked irregularity of the uter- 
ine cavity or obstruction or angulation of the 
tubal canal of a sterile woman, surgical inter- 
vention is justifiable. If no cause other than 
the fibromyoma can be found for the sterility, 
and if conception does not occur after a rea- 
sonable length of time, the advisability of 
performing a myomectomy should be con- 
sidered. If three or more spontaneous abor- 
tions have occurred, and if adequate routine 
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treatment has not been successful, the advis- 
ability of performing a myomectomy also 
should be considered. Before myomectomy is 
recommended or performed, it is important 
to inform the patient that there is no assur- 
ance that removal of the tumor will promote 
fertility. In fact a relatively pessimistic view 
is advisable. 

On the basis of the foregoing statements, 
one might think that myomectomy is a poor 
operation. I do not wish to be misunderstood. 
I believe, however, that other treatment prob- 
ably should be attempted if the woman is 
desirous of retaining her fertility. Hysterec- 
tomy is the easiest way out for the surgeon, 
but it is not justified. 

Bonney once reported that he had removed 
approximately 200 myomas from a uterus. | 
hesitate to think what possible benefit the re- 
maining portion of the uterus would be. Such 
heroic treatment is not advisable, but it should 
be used if it will result in a healthy, function- 
ing organ. 

Asymptomatic myomas—Routine examina- 
tion may disclose small, completely asympto- 
matic myomas in a woman who already has 
enough children. These myomas constitute a 
real problem. Since a large percentage of the 
population has become cancer-conscious as a 
result of education by physicians and other 
groups, one must decide whether the patient 
should be told that she has a tumor of the 
uterus. In general, I believe that every patient 
should be told exactly what the situation is. 
In the past, I have withheld information when 
I thought that it would produce anxiety and 
apprehension. I thought that this course was 
justified so far as the individual patient was 
concerned. However, well-meaning friends and 
members of the patient’s family later would 
say: “Doctor, did you know that Mrs. Jones 
had a tumor in her uterus and had to have a 
hysterectomy done, and that Dr. Smith said 
that it had probably been there for years, and 
it was a good thing that she had it out because 
it was beginning to get cancerous.” I am sure 
that many surgeons have heard the same story. 


The surgeon must try to weigh the patient’s 
reaction in each case. If he feels that the pa- 
tient cannot handle the information satisfac- 
torily, especially if she has cancerophobia, her 
husband or some other member of her family 
should be apprised of the situation. In most 
cases, the problem can be explained to the 
patient. This should be done in an unhurried 
manner in the consultation room, and prefer- 
ably in the presence of the patient’s husband. 
The patient should be told: (1) that these 
small myomas are harmless benign tumors, 
and that they rarely need to be removed; (2) 
that they can grow over a period of years and 
should be checked at regular intervals; (3) 
that as long as the tumors are being observed 
at regular intervals, the patient need not be 
concerned, and (4) that most of these tumors 
become smaller after the menopause and are 
less likely to cause trouble. 

After the surgeon has explained the situa- 
tion in this straightforward manner, most pa- 
tients will accept his explanation. In some 
cases, the patients will be hesitant to do so. 
In these cases, the surgeon should suggest a 
consultation with one of his colleagues. Un- 
fortunately, the problem cannot always be 
handled so easily, because, once the patient 
knows that she has a uterine tumor, the chances 
are, I would say, 50 per cent that she eventual- 
ly will have her uterus removed. After some 
patients have made a number of visits to the 
office, they will say: “Doctor, this thing is 
bothering me. Let’s get it out.” Other patients 
will yield to the advice of their well-meaning 
friends, who will say: “Why don’t you go to 
see my doctor? He’s just wonderful.” These 
things will happen unless the surgeon takes 
the time to show his sincerity and his interest 
in the patient. 

No expendable organ should be preserved 
if it is the source of trouble sufficient to im- 
pair the physical or mental health of the pa- 
tient. The mere presence of a fibromyoma, 
however, does not necessarily justify the risk 
and discomfort of a major operation and the 
possible postoperative complications. 
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Prolonged, Simple Aortic Occlusion 


During Hypothermic Perfusion 


AN AID TO OPEN HEART SURGERY 


NAZIH ZUHDI, ALLEN GREER, BILL McCOLLOUGH, 
JOHN CAREY AND JOHN MONTROY* 


Mercy Hospital, Oklahoma City 


Milany technics have been devised to obtain 
an empty, “motionless” heart and to prevent 
air embolism during open heart surgery. With 
the advent of hypothermic extracorporeal cir- 
culation,':” the feasibility of prolonged clamp- 
ing of the ascending aorta distal to the coro- 
nary ostia provides the simplest answer to 
these vexing problems.* The consistent innocu- 
ousness of this procedure was demonstrated 
in adult dogs, and the clinical application has 
been most rewarding.* 


Clinical Observations 


Internal cooling is accomplished as has been 
described elsewhere,** and, at an intraesopha- 
geal temperature of 20 to 30° C., the aorta is 
clamped distal to the coronary ostia for peri- 
ods ranging from 15 to 25 minutes at a time. 
The aortic clamp is then released for a period 
of two minutes and, if necessary, occlusion is 
resumed. 

During aortic occlusion, the behavior of the 
heart is variable. Usually, its rate decreases 
and it fibrillates or arrests after about 10 to 
15 minutes. If the heart is fibrillating at the 
termination of intracardiac repair, a single 
electroshock of 110 V will restore a regular 
ventricular beat. This does not seem to depend 
on intraesophageal temperature. 

During the warming period, the atria and 


*Cardiovascular Section, Mercy Hospital, Oklahoma City, Oklahoma. 
Dr. McCollough is a fellow in cardiovascular research. 
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With hypothermic extracorporeal circula- 
tion, it is possible to occlude the aorta for 
prolonged periods and thus prevent air em- 
bolism and obtain an empty heart during 
open heart surgery. 

The aorta may be clamped for from 15 to 
25 minutes with the patient’s intraesopha- 
geal temperature at between 20 and 30° C. 
Normal cardiac rhythm is restored at 
around 34.5° C. 

Studies of 16 patients showed that the clini- 
cal response of the heart to this procedure 
was excellent. 


NAZIH ZUHDI ALLEN GREER 
the ventricles demonstrate different patterns 
of disassociation, but at around 34.5° C. nor- 
mal cardiac rhythm with a one-to-one response 
is obtained.* 

Table 1 summarizes the data on 16 consecu- 
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TABLE 1 


REsuLTs OF PROLONGED Aortic OccLusion Durtnc HypoTHERMIC PERFUSION 
FOR OpeN Heart SurGERY IN 16 PATIENTS 


TEMPERATURE 
DURATION OF RANGE 
AGE | WEIGHT AORTIC DURING 
PATIENT! (vp) | (Kc.) DIAGNOSIS FINAL OUTCOME 
( MINUTES) OCCLUSION 
1 31 70 L.A.D. 15” 27-30 Living and well 
2 43 50 LA.D. 43° 29-30 Died four months postoperatively ; 
autopsy—intact repair, extensive, acute 
| hemorrhagic liquefying pancreatitis 
3 4 16.3 | T.O.F. 227 26-30 Died two days postoperatively after 
doing well; autopsy—disruption of LV. 
repair 
4 14 35 T.O.F. 66 (20, 23, 7 27-30 Living and well 
and 16)7 
5 il 43 LA.D. 24 (18, 6)7 27-30 Living and well 
(Exploration for 
possible P.S.) 
6 35 43 | Mitral 187 26-30 Living and well 
| stenosis | 
| 
7 8 193 | T.OF. 907 (15, 15, 15, 25-26 Died three days postoperatively ; 
| 15, 15, 15) autopsy—extensive bilateral pneumonia 
8 | 9 | 2556 | LAD. and PS. | 12* (6,6) 28-29 Living and well 
9 5 | 14 |LVOD. 40 (16, 8, 16)7 24-25 Living and well 
10 31 59.05 | LA.D. 187 24-25 Living and well 
ll 14 27.64 | I.V.D. 23 (18, 5)7 23-26.5 Living and well 
12 42 51.77 | P.S. and LS. 25 (5, 15, 5)7 28-31 Living and well 
13 7 18.96 | T.O.F. 28 (15, 7, 6) 23.5-24.5 Living and well 
14 6 165 | T.O.F. 187 22.25-24 Living and well 
15 12 59.12 | P.S. 8* 28.5-29 Living and well 
16 9 16.4 | LV.D. 38* (3, 19, 16) 24-26 Living and well 


Key: I.A.D.—interauricular defect; T.O.F.—tetralogy of Fallot; P.S.—pulmonary stenosis; I.S.—infundibular steno- 


sis; 1.V.D.— interventricular defect. 


*Ventricles continued to beat regularly. 


+Ventricular fibrillation that responded immediately and reverted to regular rhythm on allowing coronary flow and 


applying a single shock of 110 to 125 V for 0.1 second. 


Figures between parentheses indicate in minutes periods of successive aortic occlusion. 


tive patients who had hypothermic total-body 
cardiopulmonary bypass and prolonged aortic 
occlusion in order to prevent air embolism 
and to obtain an empty and virtually motion- 
less heart. 

In none of these patients, either at the ter- 
mination of surgery or during the follow-up 
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period (the longest being six months), were 
there any clinical or electrocardiographic signs 
of myocardial ischemia. There was no gross or 
microscopic evidence of necrosis in the hearts 
of three patients who died four months, two 
days and three days, respectively, after opera- 
tion was performed. 
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Discussion 


One of the earliest methods of reducing 
|lood obscuring the intracardiac field during 
-urgery consisted of a Rumel tourniquet to 
constrict the ascending aorta just distal to the 
coronary ostia.” In 1955, Melrose and co-work- 
ers® described potassium citrate-induced car- 
diac arrest. Later, Lam‘ supported the use of 
acetylcholine, and Sealy et al.* advocated a 
mixture of drugs. Nelson® studied several com- 
pounds in relation to their cardioplegic prop- 
erties. Shumway,’® Urschel and Greenberg," 
Kenyon et al.,’* and Gott, Johnson and Lille- 
hei’® have protected or induced cardiac arrest 
with hypothermia. 

Other technics used successfully to repair 
aortic valvular disease with extensive left ven- 
tricular hypertrophy or with appreciable cor- 
onary artery disease consist of the retrograde 
perfusion of the coronary sinus" or direct per- 
fusion of coronary arteries, with or without 
cardioplegia. Simple clamping of the ascend- 
ing aorta under normothermic conditions and 
without the use of any adjuncts to stop the 
heart or perfuse the coronary arteries was suc- 
cessfully performed accidentally for 33 min- 
utes by Allen and Lillehei'® and was inten- 
tionally done for shorter periods by Cooley.'® 

When the oxygen requirements of the heart 
are lowered with hypothermia, simple aortic 
occlusion becomes relatively safe. Clinically, 
in the patients studied, the response of the 
heart following repeated 15 to 25 minute per.- 
ods of aortic occlusion was excellent and al- 
ways resulted in a sustained normal rhythm. 
The postoperative electrocardiograms did not 
reveal ischemia, and microscopic studies of 
the hearts in three patients did not reveal any 
myocardial necrosis, liquefaction or fibrosis. 
This agrees with Gott, Johnson and Lillehei," 
ie., that high-energy phosphates, glycogen 
content, and the lactic acid level of selective 
hypothermia-arrested hearts change minimally. 

Thus, it is concluded that prolonged, sim- 
ple ascending aortic occlusion as an aid to 
open heart surgery is safe when performed 
with the patient’s intraesophageal tempera- 
ture between 20 and 30° C. induced with hy- 
pothermic extracorporeal circulation. 
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ADDENDUM 


Up to March 29, 1960, the technic had been used in 
52 patients, with three postoperative deaths and 35 con- 
secutive survivals. At present, the machine is primed 
with 5 per cent dextrose in water and ACD bank blood 
is used to replace that lost. 
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Cutaneous Manifestations of 
Primary and Secondary Syphilis 


SIDNEY OLANSKY* 


Emory University School of Medicine, Atlanta 


Iw the past year there 
has been a noticeable 
increase in the report- 
ed incidence of pri- 
mary and secondary 
syphilis throughout the 
country. Since many 
practicing physicians 
have not seen cases of 
primary and secondary 
syphilis for a long time, 
a review of the cutane- 
ous manifestations of the disease might be in 
order at this time. 


SIDNEY OLANSKY 


Primary Syphilis 


Syphilitic infection occurs on contact with 
the disease, but the first clinical manifestations 
do not appear for approximately three weeks. 
This first lesion or chancre is usually found 
in the anogenital region, but it may occur 
wherever the first contact with Treponema 
pallidum was made. The lesion is usually a 
single eroded hard papule, but it may be 
quite soft, and multiple lesions may occur. 
Any anogenital lesion must be suspected. Typi- 
cal lesions of primary syphilis are shown in 
figure 1. 


*Professor of Medicine (Dermatology), Emory University School of 
Medicine, Atlanta, Georgia. 
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Early syphilis is an infectious disease. Al- 
though the cutaneous manifestations often 
resemble those of other diseases, early 
syphilis can be diagnosed accurately by 
demonstrating the causative organism by 
dark-field examination. The prognosis is 
excellent if adequate treatment is given in 
the early stages. 


If the site of the primary lesion is such 
that regional lymph nodes are accessible, a 
so-called satellite bubo may often be found. It 
is a large discrete rubbery nontender node. 
If the primary lesion is in a site where the 
regional lymph nodes are not accessible, e.g., 
chancre of the anus, the satellite bubo could 
be present but not palpable. The primary le- 
sion will eventually heal without therapy, but 
the disease may still be present. 

A diagnosis of primary syphilis cannot be 
made until the causative organism has been 
demonstrated by dark-field examination. The 
spirochetes may be from the local lesion or, 
if this is not possible, from the satellite bubo. 

Primary syphilis may be associated with 
either a nonreactive (negative) or a reactive 
(positive) serologic test (S.T.S.). When it is 
associated with a nonreactive S.T.S., it is re- 
ferred to as seronegative primary syphilis. 
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FIGURE 1. Lesions in primary syphilis. a and b. Chancre of the penis. 


c. Chancre of the lip. d. Chancre of a finger. 


When it is associated with a reactive S.T.S., it 
is referred to as seropositive primary syphilis. 

Differential diagnosis—The following con- 
ditions should be considered in the differen- 
tial diagnosis of primary syphilis: 

1. Chancroid—Chancroid lesions are usual- 
ly multiple and painful, and the presence of 
Hemophilus ducreyi can be demonstrated. The 
dark-field examination is negative. 

2. Granuloma inguinale—Donovan bodies 
can be demonstrated by direct examination, 
and the dark-field examination is negative for 
T. pallidum. 

3. Lymphogranuloma venereum—tThe pri- 
mary lesion is vesicular and evanescent. T. 
pallidum, Donovan bodies and H. ducreyi are 
all absent. 
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4, Trauma—There is a history of injury 
and all tests for syphilis are negative. 

5. Herpes progenitalis—The lesions are 
definitely vesicular and usually there is a his- 
tory of recurrence. The tests for syphilis are 
negative. 

6. Carcinoma—A biopsy is diagnostic and 
the tests for syphilis are negative. 

7. Scabies—The lesions are very pruritic. 
Demonstration of the mite establishes the di- 
agnosis, and the tests for syphilis are generally 
negative. Since some patients may acquire 
both syphilis and scabies at the same time, it 
is very important to do dark-field examina- 
tions on the lesions, even though a definite 
diagnosis of scabies is made. 

Syphilis can be ruled out by a careful his- 
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FIGURE 2. Lesions in secondary syphilis. a and b. Palmar lesions. 


c. Papulosquamous lesions. d. Annular lesions. 


tory, physical examination, dark-field exami- 
nation and repeated S.T.S. It is possible, how- 
ever, for any of the previously mentioned con- 
ditions to coexist with syphilis; e.g., a patient 
with syphilis might also acquire pediculosis or 
an individual might acquire more than one 
venereal disease at a time. Diagnostic prin- 
ciples for primary syphilis are given in table 1. 


Secondary Syphilis 


The clinical manifestations of secondary 
syphilis are very diverse and show much in- 
dividual variation. Although they are often 
associated with constitutional symptoms such 
as fever, malaise and sore throat, the diagnosis 
is made primarily on the basis of the lesions 
of the skin and mucous membranes (figures 2 
to 5). The cutaneous lesions may be few or 
many, large or small. They may be macular, 
papular, papulosquamous and occasionally 
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pustular, but they are never vesicular or bul- 
lous except in early congenital syphilis. The 
lesions are usually bilateral and symmetric 
and not pruritic. Moist papules (condylomata 
lata) frequently occur in the anogenital re- 
gion, the mouth, or in other regions where 
moisture can accumulate between opposing 
skin surfaces, e.g., the axillae or webs of the 


TABLE 1 


DtacNnostic MAxIMs IN PRIMARY SYPHILIS 


1. Any anogenital or indolent lesion may be caused by 
primary syphilis. 


2. The lesion or satellite bubo must be demonstrated to 
be positive by dark-field examination before a defini- 
tive diagnosis can be made. 


. Serologic tests may be either nonreactive or reactive. 


4. Healing is generally prompt following administration 
of adequate treatment. 
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FIGURE 3. Condylomata lata in secondary syphilis. 


a. In the anogenital region. 


b. On the tongue. 


toes. The other cutaneous lesions are usually 
dry. 7. pallidum can be demonstrated in any 
secondary lesion but most easily in a moist 
one. The commonly used serologic tests are 
always reactive in secondary syphilis. If this 
is not the case, the tests or the diagnosis should 
be checked. 
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FIGURE 4. Mucous patch in mouth caused by secondary 
syphilis. 


FIGURE 5. Alopecia in secondary syphilis. 


Mucous patches of the mouth and throat 
are seen frequently in secondary syphilis, and 
“moth-eaten” alopecia or iritis may accom- 
pany this stage of the disease. This is the most 
highly contagious stage of syphilis, since more 
areas are present from which spirochetes can 
be transmitted than is the case in primary 
syphilis. 

Differential diagnosis—In diagnosing sec- 
ondary syphilis, the following conditions 
should be considered: 

1. The syphilitic split papule—This condy- 
lomatous lesion, occurring at the angle of the 
mouth, may be confused with signs of vitamin 
deficiency, moniliasis, trauma or bacterial in- 
fections. However, the syphilitic split papule 
is usually associated with lesions of secondary 
syphilis elsewhere and the S.T.S. is reactive. 

2. Iritis and neuroretinitis—When these 
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TABLE 2 


Dracnostic Maxims IN SECONDARY SYPHILIS 


1. T. pallidum must be demonstrated in a lesion. This 
is most readily done in a moist lesion such as a 
condyloma latum. 


2. Serologic tests are reactive. 
3. The following conditions may be indicative: 
a. Any generalized nonpruritic eruption 
b. Patchy loss of hair 
c. Iritis or neuroretinitis 
d. Mucosal lesions of the mouth 


4. Response to adequate therapy is dramatic. 


are part of the syndrome of secondary syphilis, 
they are accompanied by other recognizable 
lesions of secondary syphilis. 

3. Pityriasis rosea—Generally pityriasis 
rosea starts with a large mother lesion and is 
subsequently followed by a more generalized 
eruption consisting of pink oval papulosqua- 
mous lesions along the lines of cleavage. The 
dark-field examination and the S.T.S. are 
usually negative. It is possible, however, for 
pityriasis rosea to develop in a person with 
latent syphilis. In such cases the dark-field 
examination is essential to rule out secondary 
syphilis. 

4. Drug eruptions—A history of drug in- 
gestion is very helpful. The eruption is gen- 
erally pruritic and explosive. S.T.S. and dark- 
field examinations are negative. 

5. Psoriasis—Some of the papulosquamous 
lesions of syphilis may closely resemble those 
of psoriasis. In psoriasis there is generally a 
history of chronicity and, most important, the 
S.T.S. and the dark-field examinations are 
negative. 

6. Lichen planus—In lichen planus the le- 
sions are generally very pruritic and viola- 
ceous in their appearance. This disease may 
involve the genitals and the mucous membrane 
of the mouth. Here again, the dark-field ex- 
amination is essential to distinguish some le- 
sions of lichen planus from those of secondary 
syphilis. 

7. Infectious mononucleosis—Infectious 
mononucleosis may produce all of the signs 
and symptoms of secondary syphilis, except 
evidence of T. pallidum. There may be a rash, 
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sore throat, lymphadenopathy and a reactive 
S.T.S. In infectious mononucleosis, the reac- 
tions in the S.T.S. are usually biologic false 
positive, that is, not due to syphilis. In this 
disease, also, a dark-field examination is essen- 
tial to rule out the possibility of secondary 
syphilis. 

8. Alopecia—A moth-eaten type of alo- 
pecia is seen with secondary syphilis, but it 
is usually associated with secondary lesions 
elsewhere. 

Any of the previously mentioned conditions 
can occur concurrently with syphilis, but the 
response to treatment for syphilis is usually 
dramatic when the lesions are due to second- 
ary syphilis alone. A summary of diagnostic 
principles for secondary syphilis is given in 
table 2. 


Summary 


Early syphilis, i.e., primary and secondary 
syphilis, is infectious. These stages can be diag- 
nosed with the greatest accuracy by demon- 
strating the presence of the causative organ- 
ism, T. pallidum, by dark-field examination. 

Primary syphilis causes genital or extra- 
genital lesions; secondary syphilis causes skin 
eruptions, which are usually generalized; mu- 
cosal lesions; loss of hair; or iritis. Primary 
syphilis may or may not be associated with a 
reactive S.T.S.; secondary syphilis always is. 

It is most important to diagnose early syphi- 
lis, because treatment at this stage offers the 
best chance of cure to the patient and prevents 
the development of serious manifestations of 
the disease. The early stages of the disease 
also afford the best opportunity for diagnosis. 
The possibility that the patient has early syphi- 
lis can be ruled out quite easily and quickly. 
One merely has to examine all of the skin 
and the orifices of the patient. If lesions exist, 
a dark-field examination and serologic tests 
for syphilis can be done. The diagnosis pre- 
sents little difficulty, if the proper tests are 
performed. Early diagnosis offers the best 
chance for the patient (cure), the best chance 
for the community (epidemiology), and is 
most rewarding to the physician, since few 
other diseases have such an excellent progno- 
sis when adequate treatment is given. 
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ducing hypnosis, and a capable hypnotist 
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of those who are properly trained in its use. 
This report condemned the use of hypnosis for 
entertainment purposes and its use by persons 
not thoroughly medically or psychiatrically 
oriented. The Board of Trustees of the House 
of Delegates of the American Medical Asso- 
ciation accepted the recommendations of this 
committee at its June 1958 meeting in San 
Francisco. 

The historical aspects of hypnosis are exten- 
sive. In primitive cultures, it has been induced 
with drums, chanting, etc. The priests of most 
ancient races, particularly in the Orient, were 
familiar with hypnotism. The Hindu fakir on 
a bed of nails and the South Pacific fire 
dancers probably make use of hypnotic anes- 
thesia. Mesmer observed the faith cures of 
Father Gassner, a Catholic priest. Mesmer 
began his work on hypnosis in 1773. James 
Braid coined the words “hypnosis” and “hyp- 
notism” to replace the word ““mesmerism” and 
to emphasize that hypnosis resembles sleep. 

Jules Cocquet, a French surgeon, supposed- 
ly performed the first surgical operation on a 
hypnotized patient in 1829. Up to 1851, James 
Esdaile, in India, had performed several thou- 
sand authenticated operations on hypnotized 
patients. These procedures included amputa- 
tions, lithotomies, and the removal of scrotal 
tumors, hydroceles and cataracts. In 1866, 
Liebault and Bernheim reported the use of 
hypnosis in 5000 cases. In 1884, they reported 
its use in 10,000 cases. They used it success- 
fully in 85 per cent of their cases. 

In World War I, hypnosis and hypnother- 
apy were brought to attention again in the 
treatment of shell-shocked soldiers. The term 
“hypnoanalysis” then was coined. The popu- 
larity of psychoanalysis and Freud’s rejection 
of hypnotism caused some diminution in inter- 
est. Hypnosis is now receiving increasing at- 
tention as a legitimate and helpful adjunct in 
medicine. In 1959, it was being taught in 
about 12 of the recognized medical schools 
in the United States. The present emphasis 
on psychosomatic medicine will bring the use 
of suggestion into still sharper focus. 

The technics for the induction of hypnosis 
are rather simple, and can be learned in sev- 
eral hours. The indications and limitations for 
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its use in individual cases are involved and 
complicated. Since urologists have a limited 
knowledge of psychosomatic medicine and 
psychiatry, it is imperative that they limit the 
use of hypnosis to a narrow and restricted 
field. This statement also applies to other fields 
of medicine in which hypnosis is used. 

Approximately 80 per cent of patients can 
be hypnotized by a capable hypnotist. Older 
patients usually are more difficult to hypnotize 
than are younger patients. Children and teen- 
age patients are more willing to accept sug- 
gestion and ideas without criticism. It is difh- 
cult to fix the attention of children who are 
less than five years old. 

Several misconceptions regarding hypnosis 
must be dispelled before the patient will co- 
operate readily. The patient should be made 
aware that there is no loss of consciousness 
during hypnosis. He should be assured that 
the physician will not delve into irrelevant 
questions or ask the patient to do anything 
he would not do normally at his usual visit to 
the office. He should be told that he will not 
do or say anything that would violate his 
ethical or moral code. 

We have used hypnosis in the office practice 
of urology during the past two years. This 
procedure has been used primarily for the re- 
lief of pain. Hypnosis should not be used in 
the treatment of conditions suggestive of a 
psychosomatic origin, that is, enuresis, pre- 
mature ejaculation, impotence, and urgency 
and frequency of micturition. If hypnosis is 
used in the treatment of these conditions, the 
symptoms may be relieved but may be sup- 
planted by other more serious or undesirable 
psychoneurotic manifestations. We cannot em- 
phasize strongly enough that one never should 
use hypnotic therapy unless he is psychiatrical- 
ly oriented. Hypnosis may be used to produce 
analgesia for minor office procedures. It may 
either supplant or be used in conjunction with 
local and topical anesthesia as well as with 
PENTOTHAL® sodium anesthesia. 

In the 200 cases in which we have used 
hypnosis, the ages of the patients ranged from 
6 to 58 years. Hypnosis alone was successful 
in producing satisfactory analgesia in about 
60 per cent of these cases. In approximately 


POSTGRADUATE MEDICINE 


te 
/ 


20 per cent of these cases, supplemental agents 
such as DEMEROL® hydrochloride and Pento- 
thal sodium were necessary. Intravenous ad- 
ministration of 1 to 3 cc. of a 2.5 per cent 
solution of Pentothal sodium shortens the pe- 
riod required to induce hypnosis. In cases in 
which the patients resist suggestion, Pentothal 
sodium aids the patient to accept the sugges- 
tion of becoming sleepy and drowsy. In this 
manner, the period required for the induction 
of hypnosis is decreased materially. In some 
cases, hypnosis may be induced in 5 to 10 
seconds. No special equipment of any type or 
quiet environment is needed for the induction. 

The procedures performed with hypnosis in 
our group of 200 cases included urethral dila- 
tation in adults and children, cystoscopy and 
catheterization of the ureters, fulguration of 
small vesical tumors and urethral caruncles, 
urethral meatotomy, venipuncture, and cathe- 
terization of the bladder and cystography, 
especially in children. In some cases in which 
the patients were unable to void while a cysto- 
urethrogram was being made, they subse- 
quently were able to do so when this examina- 
tion was repeated after the patients had been 
hypnotized. In some cases in which operation 
was performed after cystoscopy and retro- 
grade pyelography had been performed with 
the aid of hypnosis, the surgical dressings 
could be changed without pain after the pa- 
tients had been hypnotized again. On a num- 
ber of occasions, posthypnotic suggestion has 
been used to get the patients to take increased 
amounts of fluids. In several cases of terminal 
carcinoma of the urinary tract in which fre- 
quent doses of opiates had been necessary tor 
relief of pain, the severity of the pain de- 
creased materially after the patients had been 
taught self-hypnosis. 


Advantages 


Hypnosis has many advantages. It is not a 
complicated procedure. Any physician can 
easily learn the technics of. induction. No 
apparatus or expenditure is necessary. It does 
not cause any change in the respiratory or 
circulatory function. Deep hypnosis may cause 
complete amnesia for a supposedly painful 
procedure. As long as the hypnotist avoids 
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the psychiatric aspects of hypnosis, there are 
no profound emotional reactions except for 
the promotion of better rapport between the 
physician and his patient. 

The analgesia and anesthesia produced by 
hypnosis are more easily controlled than the 
anesthesia and analgesia produced by the in- 
travenous administration of barbiturates or 
other anesthetic agents which cannot be con- 
trolled after they have been administered. The 
patient maintains his ability to respond while 
he is hypnotized. The smothering effect of a 
mask is obviated in cases in which the patients 
are children. Hypnosis may be used to relieve 
postoperative vomiting. The patient who has 
been hypnotized may be instructed to breathe 
deeply despite the pain usually encountered 
in a case in which a subcostal incision has 
been made. Anesthesia for repeated surgical 
procedures may be produced by merely re- 
peating a posthypnotic suggestion signal. 
There can be no safer anesthesia than that 
which is produced without the administration 
of a drug. 


Disadvantages 


Hypnosis, like any other therapeutic proce- 
dure, has definite indications and limitations. 
Although deep hypnosis may be produced 
within several minutes in some cases, from 
15 to 20 minutes or more may be required 
to produce a comparable depth of hypnosis in 
other cases. Under such circumstances, hypno- 
sis may not be practical. However, when re- 
peated surgical procedures are necessary in 
the same case, the rapid induction of hypnosis 
for the repeated procedures warrants the ex- 
penditure of more time for the initial induc- 
tion of hypnosis. The use of Pentothal sodium 
materially reduces the induction time. 

One must be extremely diligent at all times 
in the proper use of words. An unfortunate 
choice of words may have ill effects on hypno- 
tized patients. The limitations of hypnosis as 
well as its potentialities must be constantly 
borne in mind. In addition, the hypnotist 
must avoid becoming overenthusiastic about 
the procedure. Owing to misconceptions, 
many lay persons attach stigmata to being 
hypnotized. The variation of different persons 
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in susceptibility to hypnosis also is a disadvan- 
tage, because one may waste valuable time on 
a patient who is a poor subject for hypnosis. 


Case Report 


The following brief report of a case may 
emphasize some of the previously mentioned 
points of importance. 

A seven year old boy, who was in need 
of a urethral meatotomy, was subjected to 
hypnosis at the request of his mother, who 
previously had been hypnotized for the per- 
formance of cystoscopy and retrograde pye- 
lography. Hypnosis was readily induced in the 
boy, and the meatotomy was performed with- 
out incident. In preparing the child to awaken, 
he was told that he would awaken with a smile, 
having enjoyed the rest and relaxation. He 
was told that he would kiss his mother and 
tell her that he loved her, and that he would 
do likewise to the father. The boy immediately 
began to cry. While he was still under hypno- 
sis, he was informed that he need not express 
himself in any way whatsoever but would 
awaken completely with a big smile, which he 
then did. This inopportune suggestion and the 
subsequent reaction made it obvious that we 
were dealing with a subconscious conflict be- 
tween this child and his father. 


Comment 


This case emphasizes the need for physi- 
cians to limit the use of hypnosis to the relief 
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of pain. Deviation from this limited use is 
dangerous. Hypnosis is very useful as a pain- 
modifying agent in all branches of medicine 
and surgery. 
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Cyst in aberrant pancreas in 
gastric antrum. 


Opened cyst showing ectopic pancreas. Cystadenoma; pancreatoduodenecto- 


my performed. 


Retention cyst; 
distal pancreatectomy and splenectomy performed. 
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Multilocular cyst. 


November 1960 


Opened cyst showing malignant tumor. Patient well 
seven years after operation. 
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Poncreas 
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Cystadenocarcinoma; 
total pancreatectomy performed. 
Patient well for eight years. 
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Treatment 
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External drainage of cyst with De Pezzer catheter. 


Transgastric cystogastrostomy. 
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Distal pancreatectomy to remove cyst arising 
from tail of gland. 


Anastomosis of pancreatic fistula to 


posterior wall of stomach. 
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Pathology 
Cystadenoma 5 
Cystadenocarcinoma 6 
Congenital 2 
Retention 44. 
Pseudocyst 70 
Total 127 
Types of Operation 
127 Cases; Mortality 1.6 Per Cent 
| 
| Type of Cyst 
Pseudocyst | Retention | Cystadenoma | Congenital Cyatadenc- 
carcinoma 
| 
Exploration | | 2 2 
External drainage 39 4 | | 43 
| 
| | 
Internal drainage 20 13 | 33 
Excision 3 11 1 15 
| | 
Resection of the pyloric | | 
antrum 1 
Distal pancreatectomy 8 8 4 | 20 
| 
| 
Pancreatoduodenectomy 8 | | 2 11 
Total pancreatectomy | | 2 2 
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100% 


40% 


Chronic Relapsing Pancreatitis 


Clinical Features 


37% 


160 cases 


36% 


33% 


33% 


25% 


17% 


Pancreato- 
lithiasis 


Weight 


Pain 
loss 


Chronic 
alcoholism 


Pancreatic 
cysts 


Diabetes 
mellitus 


Narcotic 
addiction 


Jaundice 


Associated 
peptic 
ulceration 


Diagnostic Aids 


Glucose tolerance 


Stool analysis 
Secretin test 


X-ray 


Elevated serum amylase 


Roentgenologic Aspects 


duodenum. 


Wide duodenal sweep with pressure on antrum and 


Large pancreatic calculus in duct of Wirsung near 
ampulla of Vater. 
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Multiple calculi involving entire gland. Incomplete obstruction of intrapancreatic portion of the 
common bile duct. Note pancreatolithiasis. 


Pathology 


Pancreatolithiasis and obstruction of duct of Wirsung; Recurrent obstruction of duct of Wirsung; 
pancreatoduodenectomy performed. distal pancreatectomy performed. 
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Cystic cavity in head of pancreas 
containing numerous calculi. Duct of 
' Wirsung is completely obstructed 
distal to ampulla of Vater. 


Pancreatolithiasis and gastric ulcer; 
total pancreatectomy and subtotal 
gastrectomy performed. 


Surgical Treatment 


Cholecystectomy and choledochostomy 5 

Biliary diversion 4 

Drainage of pancreatic cysts 9 

Duodenal diversion 3 

Pancreatogastrostomy 7 

Sympathectomy 9 

Sphincterotomy 10 

, Dilatation of pancreatic ducts 60 
Distal pancreatectomy 32 
Pancreatoduodenectomy 32 
Total pancreatectomy 4 
Total 175 


526 POSTGRADUATE MEDICINE 


CHRONIC RELAPSING PANCREATITIS 
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SPHINCTER OF ODD! INCISED 


Operative injection of ploprast®. Two points of obstruc- 
tion of duct of Wirsung by pancreatic calculi (arrows). 
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Distal pancreatectomy. 
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Transduodenal dilatation of ducts of Wirsung and 
Santorini. 


; Duct of Wirsu 


Cavity in obstructed duct of Wirsung and site of 
spontaneous pancreatogastric fistula. 
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Total pancreatectomy. 


Roentgenogram of Diodrast-injected specimen showing 
complete obstruction of duct of Wirsung near ampulla 
of Vater. 


@ Specimen showing fibrosis and multiple cysts. 


Specimen showing dilated duct of Wirsung containing 
numerous calculi. 
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Distal pancreatectomy with retrograde pancreatojejunostomy. 


Side-to-side choledochojejunostomy with jejunojejunostomy. 


Results 
Mortality 
175 Cases; 2.5 Per Cent 


Operation | Cases Per Cent 
Distal pancreatectomy 32 3.0 


Pancreatoduodenectomy plus total 
pancreatoduodenectomy 36 2.8 


Sphincterotomy and dilatation 
of duct of Wirsung, combined 60 3, 


Subsequent Course 


Good Fair Poor 


Sphincterotomy 5 - 5 
Sphincterotomy and dilatation 38 4 16 
of duct of Wirsung 

Distal pancreatectomy 24 2 
Pancreatoduodenectomy 26 


November 1960 529 


dd \\\\ | 
Y \\ \ 
\ 
| 
| 
Pa 


Islet-Cell Tumors 


P Symptoms and Signs 
Dizziness and weakness 
Agitation and excitement 
Excessive perspiration 
Delirium 
Convulsions 


Coma 


Laboratory Aids 


Fasting blood sugar 
Glucose tolerance 


Blood sugar after prolonged fasting and exercise 


Hyperinsulinism 


Criteria for Surgical Exploration 


Attacks must occur during periods of fasting or after severe exercise 


Blood sugar value below 50 mg. per 100 cc. during attack 


Prompt relief by injection or administration of sugar 


te Exclusion of other causes of hypoglycemia 


Self-administration of insulin ruled out 
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Benign islet-cell adenoma. 


Malignant hyperfunctioning islet-cell carcinoma; distal 
pancreatectomy performed. Patient alive and well for 2.5 
years. 
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Nonfunctioning islet-cell carcinoma in an 11 year old 
girl. Patient well six years after pancreatoduodenectomy. 


Aberrant islet-cell ad in gastr ic omentum. 
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Operative Findings Per Cent 
of Cases 
Islet-cell adenoma 65-75 
Multiple adenomas 12 
Adenoma in ectopic pancreas 2 
Islet-cell carcinoma with metastases 10 
Microscopic suggestion of malignancy 10 
No islet-cell tumor 25 


Hyperfunctioning Islet-Cell Tumors 
Number of cases 21 
Previous operations 5 
Types of operation 
Distal pancreatectomy 13 
Excision 9 


Total pancreatectomy 


Pathology 
Benign adenoma 10 
Low-grade carcinoma 
Carcinoma with metastases 


Aberrant location 


Results 
Number of Postoperative Cured 
Cases Deaths 
Benign adenoma 10 1 9 | 
Questionably malignant 0 9 ) 
Carcinoma* 0 2 
21 1 20 


*Recurrence in one case; cured by reoperation. Patient died 6.5 years 
later of carcinoma of breast. 
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Carcinoma 


Clinical Features 
Periampullary Carcinoma 


98% 98% 


73% 


26% 
pain gallbladder 
Pathology 
Number of 
Carcinoma Cases 
Distal common duct 17 
Duodenum 18 
Ampulla of Vater 66 
Head of the pancreas 81 
Total 182 
November 1960 533 


| 


CARCINOMA 
Specimen 


Malignant melanoma of the ampulla of Vater. Carcinoma of the ampulla of Vater. 
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Carcinoma of the common duct. Carcinoma of the duodenum. 
= 
i 


Technic 


\ 
d 
A 


TAL Vv. 
HEP. A. 


POR 
GASTRODUOD. A. 
4 


COM. DUCT GLAND 
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INF. VENA CAVA 


HEPATIC A. 


NN 


Mobilization of duodenum and head of the pancreas. 


Elevation of neck of pancreas from superior mesenteric 
and portal veins. 


Division of neck of pancreas (a). Preparation of pan- 
creatic remnant for anastomosis (b and c). 
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Reconstruction of gastrointestinal tract. 
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CARCINOMA 


Results 


Pancreatoduodenal Resection 


: Number of Postoperative Mortality Five Year Survival 
Carcinoma Cases (Per Cent) 
Number Per Cent 
Distal common duct 17 3 17.6 30 
Duodenum 18 2 16.7 37 
Ampulla of Vater 66 5 7.6 37 
Head of the pancreas 8l 11 13.6 10 
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PSYCHOSOMATIC MEDICINE—Second of a Series 


Evaluation of Psychopathology 
in the Treatment of 


Psychosomatic Illness 


ALBERT C. SHERWIN* 


Cornell University Medical College, New York 


Introductory Comment 


In this brief discussion, Dr. Sherwin offers 
several useful guidelines to defining the role 
of the nonpsychiatric specialist in the recognition 
and evaluation of emotional correlates in psycho- 
somatic il!ness. It is a psychiatric axiom that the 
well-adjusted individual may respond with tem- 
porary physical stress reactions, but he does not 
develop chronic and recurrent psychosomatic 
symptoms. Good medical practice requires that 
illness be treated, when possible, at the source. 

Whatever his specialty, therefore, it is the 
physician’s responsibility to know enough psy- 
chopathology and to display enough maturity in 
evaluating medical and personal history, so that 
he can recognize significant emotional problems 
in his patients. For some psychosomatic patients, 
the only course is to learn to “live with” the 
disease, both physically and emotionally. This 
does not imply mere palliative treatment and 
semi-invalidism; it means rehabilitation. The pa- 
tient can learn to know his limits, to “spot” the 


*Department of Psychiatry, Cornell University Medical College, and 
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causes of his stress reactions, to control the stress 
reactions before they spiral, to “ease around” 
experiences which are historically disastrous for 
him. For other patients, of course, the psychoso- 
matic problem is entirely reversible, and the 
emotional conflicts contributing to it can be re- 
solved with professional help. For either kind 
of patient, psychiatric referral may be indicated, 
or a therapeutic relationship with his regular 
physician may suffice. 

General knowledge of psychopathology, to- 
gether with clinical intuition and alertness, will 
help any physician toward the following goals: 
(1) evaluating the role of the emotional factor 
in the patient’s illness, (2) understanding the 
illness from the patient’s viewpoint, and (3) 
setting treatment goals. To evaluate and treat 
psychosomatic illness, with or without psychiatric 
collaboration, the average doctor need not have 
an armamentarium of psychiatric information 
and technic; he does, however, need to be a 
mature, intuitive, patient-centered diagnostician. 


—Franklin G. Ebaugh, M.D.+ 


+Editorial Consultant in Psychiatry, Postcranuate Merpicine; Emeritus 
Professor of Clinical Psychiatry, University of Colorado School of 
Medicine, Denver, Colorado. 
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Ir is generally ac- 
knowledged that a mod- 
ern medical education 
must include sufficient 
psychiatric teaching to 
prepare the doctor to 
treat patients with psy- 
chosomatic conditions. 
Some of these condi- 
tions, of course, involve 
organic disorders, such ALBERT C. SHERWIN 
as peptic ulcer or ulcer- 

ative colitis, and there are medical and surgical 
approaches available to the physician in his 
treatment of these; indeed he may choose to 
ignore the emotional aspects of these condi- 
tions, at least from a therapeutic point of view. 
A large percentage of psychophysiologic con- 
ditions which the physician encounters, how- 
ever, are concerned simply with a dysfunction 
of physiology of some kind, and to ignore the 
emotional aspect would greatly limit the mod- 
ern physician’s approach in understanding 
and therapeutics. But the real question is not 
so much whether the modern physician needs 
to include some knowledge of psychiatry in 
his professional armamentarium but rather 
with what aspects of psychiatric knowledge 
he should be especially familiar. Oftentimes 
the great emphasis is placed on the teaching 
of the simpler psychotherapeutic technics. Ac- 
tually, however, it would seem that what the 
physician really needs to know is psycho- 
pathology. To diagnose or treat a psychiatric 
condition without consideration of the nature 
of the psychopathology would be like treat- 
ing a medical condition without an under- 
standing of its pathology. This paper proposes 
to discuss ways in which the physician can 
evaluate a patient’s psychopathologic status 
and the importance of such evaluation in diag- 
nosing and treating the condition. 

First, one must deal with the question of 
whether the physician should expect to en- 
counter some kind of psychopathology in his 
patients with psychophysiologic conditions. 
Wittkower’ deals with this question as fol- 
lows: “A perfectly happy, contented and emo- 
tionally well-adjusted individual does not de- 
velop a psychosomatic disorder.” It would seem 
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to me that this is a tenable view to take; in- 
deed many psychiatrists would go further and 
view psychosomatic illness as a manifestation 
of significant emotional disorder in the patient. 
The physician who confines his knowledge of 
his patient to the eliciting of some alleged 
stress event or situation, such as financial difh- 
culties or the death of a parent, is on very 
dangerous ground as a diagnostician and ther- 
apist. One cannot assume that the stable in- 
dividual will react to those tragic events, which 
are after all consistent with human existence, 
with psychophysiologic complaints of any sig- 
nificant proportion. Where the psychophysio- 
logic complaints are severe enough to bring 
the patient to a physician, it is far safer and 
far more accurate to assume that there is a 
psychopathologic basis to the patient’s reac- 
tions to the situations at hand. 

The next question is what kind of psycho- 
pathologic situation the physician may expect 
to encounter in his patients with these condi- 
tions. There are, of course, numerous texts 
which tend to describe specific pathologic 
personality types or dynamic conflicts associ- 
ated with various psychosomatic disorders.” * 
The physician must be cautious in applying 
such concepts uncritically. Although the diag- 
nostic manual of the American Psychiatric 
Association sets off the psychosomatic condi- 
tions in a separate category, it should be noted 
that psychophysiologic symptoms per se can 
occur in association with any psychiatric con- 
dition. The physician must not forget that 
patients with schizophrenic, paranoid and de- 
pressive conditions frequently may have psy- 
chophysiologic complaints or hypochondriac 
fears or delusions, and it is obviously impor- 
tant that the nature of the psychiatric disorder 
be picked up by the doctor. The majority of 
psychosomatic conditions would appear, how- 
ever, to occur in individuals either with frank 
neuroses or with various kinds of personality 
disorders. The fact that this is so provides the 
doctor with a certain bit of information of 
which he must take advantage in his evalua- 
tion. This is that these conditions are general- 
ly chronic in nature. For this reason the 
physician cannot merely confine himself to 
eliciting present emotional complaints or 
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pathologic character traits but must also be 
prepared to take a life history. A properly 
taken life history can generally bring out areas 
of maladjustment or instability or previous 
episodes of symptomatology and can be done 
without overly upsetting the patient or taking 
too much time. This point cannot be stressed 
too much, and the physician can avoid drastic 
errors if he will heed it. 

To offer an example, a 52 year old patient 
was admitted several years ago to the ortho- 
pedic service of The New York Hospital with 
a complaint of severe hip pain which had 
been precipitated by an accident at work but 
not relieved by an operation at another hos- 
pital. The doctors at the other hospital sus- 
pected the patient of malingering or of having 
hysteric symptoms, pointing out that he was 
receiving compensation benefits. Work-up at 
The New York Hospital failed to reveal fur- 
ther organic reasons for the pain. Psychiatric 
evaluation was essentially negative for patho- 
logic personality traits of a chronic nature or 
for previous psychophysiologic or neurotic 
symptoms which would have been consistent 
with a diagnostic impression of malingering 
or of a psychosomatic or hysteric disease. 
Eventually further surgery was done, and the 
patient was found to have a severe organic 
pathologic condition which had not been re- 
vealed by the work-up. 

In another example, a 45 year old woman 
was admitted to the Payne Whitney Psychi- 
atric Clinic with severe ataxic symptoms 
thought to be on an hysteric basis. Neurologic 
examination at this time was negative. Al- 
though the patient displayed many pathologic 
or exaggerated personality traits, such as his- 
trionic tendencies, which would have been 
consistent with the development of an hysteric 
illness, there was no significant history of 
previous conversion symptoms in her life. 
Consequently, after a period of several weeks, 
a second neurologic examination was request- 
ed, and at this time the patient showed clear 
symptoms and signs of multiple sclerosis. 

So far the factor of chronicity has been 
stressed. This is consistent with an under- 
standing of psychiatric illness, especially of 
those disorders most often associated with se- 
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vere psychophysiologic complaints. The psy- 
choneuroses and personality disorders gener- 
ally manifest themselves relatively early in the 
adult life of the individual, if not before. 
Dynamic factors in childhood as well as an- 
tecedent symptoms or traits in this period 
usually can be elicited. The same can prob- 
ably be said of the schizophrenic reactions. Al- 
though paranoid reactions may occur at vari- 
ous age periods, significant paranoid trends 
generally assert themselves relatively early in 
adulthood. As for the group of affective ill- 
nesses, initial episodes of manic-depressive 
reactions generally occur in adolescence or 
early adulthood. Simple depressions, of course, 
may occur for the first time in middle life or 
during the aging period, but even here a par- 
ticular kind of antecedent personality disorder 
has often been described. The medical man 
must therefore not only recognize the clinical 
aspect of psychiatric illness, but he must also 
be familiar with the life cycle of the various 
reaction types, and he must know how to 
elicit and recognize a psychopathologic situa- 
tion if he is to diagnose and deal adequately 
with psychophysiologic conditions. 

In other words, the physician who handles 
a patient with a psychosomatic condition must 
be able to carry out a proper psychiatric eval- 
uation or examination and to interpret the 
findings adequately. He must be equipped to 
recognize pathologic anxiety and its physio- 
logic accompaniments as well as phobic and 
obsessive symptoms. He must also be able to 
pick up other emotional disturbances fre- 
quently associated with psychophysiologic 
conditions, with particular emphasis on depres- 
sion and pathologic resentment. He must be 
prepared to distinguish between hypochon- 
driac fears and somatic delusions, the latter of 
which may mask paranoid illnesses or may be 
associated with schizophrenic disturbance. He 
must be especially familiar with exaggerated 
pathologic personality traits such as excessive 
dependency, shyness, rigidity, passivity and 
emotional instability, all of which are charac- 
teristics of various personality or character 
disorders, which are well described in psy- 
chiatric textbooks and frequently associated 
with psychophysiologic complaints. 
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The physician must attend not only to the 
patient’s description of complaints but also 
to objective signs on examination. These 
would include the patient’s reaction to the 
doctor and his response to the interview. He 
can gain a great deal from listening to the 
patient’s free account of the complaints, pay- 
ing special attention to evidence of pressure 
of speech, rapid change of topic, illogical train 
of thought, retardation, etc. He must certainly 
endeavor to get some idea of the setting in 
which the complaints occurred, measuring the 
apparent stressfulness of the situation with the 
severity of the complaints in order to deter- 
mine the extent of the patient’s psychopathol- 
ogy. And he must know how to take a past 
history. Here he should pay special attention 
to the important areas of the patient’s life such 
as parental and sibling attitudes, school career, 
social history, job career and marital adjust- 
ment. He must recognize that certain areas 
such as the sexual area may have special sensi- 
tivity for the patient and that he can generally 
get some idea of the adjustment in these areas 
by observing the patient’s responses to gen- 
eral questions without resorting to probing. 

The general medical man cannot be expect- 
ed to make accurate psychiatric diagnoses of 
his psychosomatic patients, but he should 
know enough not to diagnose a 60 year old 
woman as having an anxiety reaction for the 
first time in her life. He should be able to 
recognize when his psychosomatic patient has 
psychotic symptoms which would necessitate 
referral to a psychiatrist. If he carries out 
psychotherapeutic measures himself or if he 
uses some of the current medications, he must 
be clear as to the type of emotional disturb- 
ance from which the patient suffers. Psycho- 
therapeutically speaking, he must know that 
anxious patients may profit from reassurance 
but depressed patients probably will not. 

No matter how a physician chooses to treat 
patients, he must be prepared to recognize 
the cardinal rule that all good psychotherapy, 
with or without drugs, depends on an accurate 
evaluation of the psychopathology. He must 
recognize that psychopathology includes its 
developmental dynamics, just as pathology in- 
cludes pathogenesis, and that the understand- 
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ing of so-called psychodynamics is as impor- 
tant to the treatment of psychiatric illness as 
the understanding of pathogenesis is to treat- 
ment of physical disease. Whether or not he 
treats his psychosomatic patient in a psychi- 
atric manner, he should recognize that with 
all such patients an overly familiar approach 
is ill-advised; indeed, in the case of schizo- 
phrenic or paranoid patients it may lead to 
real difficulties in management. The physician 
can be expected to evaluate the degree of 
psychopathology and to know when and how 
to make a referral to the psychiatrist. Finally, 
he can be expected to recognize that often the 
removal of psychosomatic symptoms may lead 
to increased psychologic disturbance. 

Thus, the modern physician is expected to 
have considerable knowledge of psychiatry in 
general and psychopathology in particular, 
but it is the latter area in which he would do 
well to be most familiar. For it is only on his 
evaluation of this aspect of the psychosomatic 
patient that he can feel equipped to make a 
diagnosis, to make a therapeutic plan, and to 
decide under what circumstances he would 
need to consult a psychiatrist. 

With the prevalence of psychophysiologic 
complaints in current medical practice it is 
obviously impossible for the average medical 
man to refer all patients with such disorders 
to psychiatrists. He is, therefore, almost re- 
quired to cease to isolate his psychiatric knowl- 
edge as being applicable only to those patients 
who need specialized study and treatment. If 
he is to use his personality as a therapeutic 
tool or if he is to take appropriate advantage 
of medications at his disposal, he will have 
to acquire the ability to elicit, recognize and 
understand the psychopathologic aspects of 
his patients’ conditions. 
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Hines, Illinois 


Case Report 


First admission—In 1956, a 37 year old 
Negro man was hospitalized for six weeks at 
Hines Veterans Administration Hospital with 
bilateral bronchopneumonia, fatty liver, al- 
coholic neuropathy and toxic amblyopia, due 
to alcohol or tobacco. His temperature was 
101.6° F. and he produced sputum streaked 
with bright red blood, caused by broncho- 
pneumonia of the left lower lobe. These symp- 
toms responded slowly to administration of 
penicillin over a 10 day period. The fever 
returned on the thirteenth hospital day, with 
spread of the bronchopneumonia to the right 
lower lobe. Tetracycline was substituted for 
penicillin, and an excellent clinical response 
was obtained. Paresthesia and weakness of the 
legs improved rapidly. During his convales- 
cence, the patient’s loose and abscessed teeth 
were extracted. 

Results of skin tests with blastomycin, coc- 
cidioidin and histoplasmin were negative. 
Tests with intermediate-strength purified pro- 
tein derivative gave positive results. The white 
blood cell count ranged from 9000 to 15,500, 
with 62 to 72 per cent neutrophils and 3 to 4 
per cent eosinophils. The patient also had a 
mild anemia. Casts and 2 plus proteinuria 
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quickly cleared. Results of sputum smears, 
cultures and guinea pig inoculation were nega- 
tive for pathogens, including Mycobacterium 
tuberculosis. Serum bilirubin was 1.4 mg. per 
cent, albumin 2.9 gm. per cent, and globulin 
2.9 gm. per cent. Other tests of liver function 
yielded normal results. 

Second admission—The patient was read- 
mitted to Hines on March 1, 1959, for treat- 
ment of pneumonitis of the right lung. One 
week before admission, he began to have 
shaking chills, fever, cough and pain in the 
lower right side of the chest, which was ag- 
gravated by breathing. He had had the cough 
for several years, and it had become produc- 
tive of yellow sputum and a small amount of 
red blood during the present illness. The pa- 
tient had had night sweats, and his weight 
had dropped from 160 to 140 lb. during the 
two months before his hospitalization. 

Two of the patient’s close associates recent- 
ly had been hospitalized for tuberculosis. Fur- 
ther history revealed only severe alcoholism 
for many years. He had served in the British 
West Indies during World War II. 

Physical examination—The patient was 
emaciated and chronically ill. Physical exam- 
ination revealed that his temperature was 
102.2° F., pulse 116, respirations 22, and 
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blood pressure 140/90. Slight scleral icterus 
was present. Bilateral fine rales were heard 
at the apexes of the lungs, and there were 
coarse, moist rales and a pleural rub at the 
base of the right lung. 

The firm, nontender liver extended 5 cm. 
below the costal margin, and minimal club- 
bing of the fingers was present. Results of 
examination of the head, neck, rectum, ex- 
tremities, genitalia, skin and lymphatics were 
negative. The dental consultant noted an 
eroded area on the anterior floor of the left 
side of the mouth, and he suggested that a 
biopsy be done. 

Laboratory data—An x-ray of the chest on 
March 1 showed suppurative pneumonia of 
the right middle lobe; several small abscess 
cavities were seen. Posteroanterior and lateral 
views on March 6 revealed development of a 
large cavity with an air-fluid level and a new, 
smaller cavity in the inferior portion of the 
lobe. An electrocardiogram showed minor non- 
specific T wave changes and a prolonged Q-T 
interval. 

On March 1, hemoglobin was 11.2 gm. and 
hematocrit was 31 per cent. The white blood 
cell count was 4800, with 65 per cent neutro- 
phils, 34 per cent lymphocytes and 1 per cent 
monocytes. Urinalysis showed 1 plus albumin, 
one to two red blood cells, and 5 to 10 white 
blood cells per high-power field. On March 3, 
hemoglobin was 10.5 gm. and hematocrit was 
32 per cent. The white blood cell count was 
5000; albumin was 2.3 gm. per cent, globu- 
lin 2.5 gm. per cent, and nonprotein nitrogen 
22.4 mg. per cent. Results of three sputum 
smears and cultures, a gastric aspiration 
smear, culture and guinea pig inoculation 
were negative for tuberculosis. 

Hospital course—The patient was treated 
symptomatically until March 7, when the daily 
administration of 1.2 million units of penicil- 
lin was begun. Expectoration of sputum 
streaked with bright red blood was noted al- 
most daily. His temperature remained at about 
100° F. during the first week, except for single 
spikes to 102° and 101° F. The fever re- 
sponded temporarily to penicillin, but re- 
turned to 100° F. The patient died of a sudden 
massive hemoptysis on March 16. 
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Discussion 


DR. PAUL HELLER (clinical assistant profes- 
sor of medicine, University of Illinois College 
of Medicine, and assistant director of profes- 
sional services for research, West Side Veter- 
ans Administration Hospital, Chicago): The 
protocol states that this patient was admitted 
to Hines in March 1959 with pneumonitis of 
the right lung. Unfortunately, the word “pneu- 
monitis” has intruded into our terminology; 
actually, it is only an expression for any shad- 
ow which can be seen on x-ray. If the clinical 
diagnosis is an inflammation of the lung, | 
think the word “pneumonia” should be used. 
A diagnosis of pneumonitis needs further clari- 
fication. Radiologists have brought this word 
into general use and, as frequently happens, 
into general misuse. 

Obviously, the clinical diagnosis in this pa- 
tient was a pneumonia. The acute onset with 
shaking chills, fever and pleural pain which 
he experienced is seen in bronchopneumonia 
or lobar pneumonia. The patient had had a 
cough for several years. We do not know 
whether the cough was dry and unproductive 
or minimally productive during the three 
years between the two periods of hospitaliza- 
tion. We do know that during his last illness 
his cough became productive of yellow spu- 
tum and a small amount of red blood. Puru- 
lent sputum mixed with blood is seen in many 
acute infections of the lung; however, it is 
found predominantly in bronchiectasis, which 
should be suspected immediately when a pa- 
tient has this kind of history. 

The fact that this patient had served in the 
British West Indies during World War II 
might make us consider the possibility that 
he had a parasitic infection of the lungs such 
as ascariasis or paragonimiasis. However, | 
think this idea should be abandoned in favor 
of reviewing his previous hospitalization. 

In approximately 50 per cent of the pa- 
tients with pulmonary diseases, the physician 
has a strong suspicion of the disease after 
taking the history and making a superficial 
examination. If this patient could be cate- 
gorized in that 50 per cent in whom a prob- 
able diagnosis can be made by physical ex- 
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‘mination alone, I would say that the most 
\ikely condition here would be a bronchiecta- 
-is which had been silent for several years 
and had been recently activated by an acute 
intermittent infection. Unfortunately, we do 
not know what happened in the years between: 
1956 and 1959, when the patient apparently 
went happily about his drinking and coughed 
occasionally without bringing up anything 
which appeared to him to be serious or in 
need of attention. 

This patient was hospitalized here for six 
weeks in 1956 with bilateral bronchopneu- 
monia, fatty liver (which I presume was diag- 
nosed on the basis of a biopsy), alcoholic 
neuropathy, and toxic amblyopia due to alco- 
hol or tobacco. Toxic amblyopia due to alco- 
hol could mean methyl alcohol, but it is in- 
teresting to note that tobacco is mentioned 
as a possible cause of the amblyopia. This is 
an entity which has been especially observed 
in England. It is considered by English in- 
vestigators to be a manifestation of vitamin 
B,» deficiency and actually has been treated 
with vitamin 

The patient was successfully treated during 
his first hospitalization for the fatty liver and 
the alcoholic neuropathy. The weight loss of 
33 lb. in one year is certainly not surprising 
in a chronic alcoholic who otherwise prob- 
ably had poor nutrition. The fever of 101.6° F. 
and the sputum streaked with bright red blood, 
due to bronchopneumonia of the left lower 
lobe (here, the word “bronchopneumonia” is 
used), responded slowly to penicillin over a 
10 day period. Apparently, there was only a 
hesitant response to penicillin, and it was 
thought that the microorganism which caused 
this disease was not completely sensitive to 
penicillin or that there were other penicillin- 
resistant organisms which contributed to this 
infection. The spread of the pneumonia from 
the left to the right lung and the response to 
tetracycline make me think that the patient 
probably had at that time a Friedlander in- 
fection, which is notorious for spreading from 
one lobe to another; fortunately, the Klebsiel- 
la organism still was sensitive to tetracycline. 

The paresthesia and weakness of the legs, 
obviously signs of the neuritis due to alco- 
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holism, improved rapidly. The positive re- 
action to purified protein derivative indicated 


that the patient had had some contact with 


M. tuberculosis. The white blood cell count, 
which ranged from 9000 to 15,500, with 62 
to 72 per cent neutrophils and 3 to 4 per cent 
eosinophils, shows that the patient definitely 
had a response to the infection; a count of 
15,500 white blood cells certainly shows 
leukocytosis. (Frequently, the alcoholic does 
not have a good leukocytic response.) I think 
it is important to know when the count of 
3 to 4 per cent eosinophils was found; i.e., 
whether it was initially in the disease, before 
the patient was placed on any antibiotic and 
while the acute infection was at its peak, or 
later. An acute infection should abolish all 
eosinophils when normal homeostasis is in- 
tact. Eosinophilia in the presence of an acute 
infection may have a prognostically bad im- 
plication. It may indicate a different disease 
from the acute infection (an underlying dis- 
ease); it may show adrenal exhaustion, or it 
may mean that the organism which produces 
this disease actually produces an eosinophilia. 
It also is possible that this eosinophilia de- 
veloped in this patient during the course of 
treatment. After the start of penicillin ther- 
apy, eosinophilia frequently appears. Although 
this development may again bring up the pos- 
sibility that the pulmonary disease may have 
been a result of a parasitic infection acquired 
during the war, this is unlikely. 

The patient had casts in the urinary sedi- 
ment, but it was not stated whether these 
were granular or fatty casts. Casts always 
should be identified, because they have dif- 
ferent meanings. The patient possibly excreted 
about 1 or 2 gm. of protein a day. This and 
the granular casts may indicate the presence 
of larval nephrosis, as this is found occasion- 
ally as a result of fever. Since we are told 
that the proteinuria cleared, it probably was 
a consequence of the febrile disease caused 
by involvement of an organ other than the 
kidney. 

We do not know whether sputum smears and 
cultures which were negative for Myco. tuber- 
culosis were taken at the time when the patient 
already had had antibiotics. This would be 
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significant. If results of the bacteriologic 
studies were completely negative in the pres- 
ence of purulent sputum, this might have been 
an infection caused by a microorganism which 
might not grow easily on standard culture 
media. If I had been at the patient’s bedside 
during this time, I would have said to con- 
tinue taking cultures, because, in the presence 
of a purulent disease, it is rather confusing 
to have negative cultures. Since this is a clini- 
copathologic conference, I consider the report 
of these results to be a red herring, and I 
would rather just forget about it; if the dis- 
ease in this patient was not caused by an 
ordinary microorganism, we would have to 
consider an unusual one, and I am not 
equipped to investigate this possibility with- 
out resorting to aid. 

The patient had mild bilirubinemia and a 
definite hypoalbuminemia. The globulin of 
2.9 gm. per cent is of interest, since we assume 
that the patient had had bronchopulmonary 
disease for a long time. Usually, such patients 
have some hyperglobulinemia. It would be in- 
teresting to know whether or not the patient’s 
antibody response to the chronic infection 
was suppressed. At any rate, he had hypo- 
albuminemia, probably as a result of liver 
disease. Although results of other tests of liver 
function were stated as normal, I doubt very 
much that in a febrile disease such as this the 
results of the BROMSULPHALEIN® test would 
be normal. Fever will bring the Bromsulpha- 
lein excretion down and will lead to Bromsul- 
phalein retention, and I do not think that we 
can apply a corrective factor to compensate 
for the presence of fever. If this were done at 
the time that the patient was afebrile and the 
Bromsulphalein test results were normal, I 
think we could then feel justified in saying 
that results of other tests of liver function were 
normal. It always is well to specify what tests 
of liver function are used, because every test 
has its own significance and some of those 
frequently used as tests of liver function 
(namely, thymol turbidity and cephalin-cho- 
lesterol flocculation) may actually be only a 
reflection of the state of serum proteins. 

The patient had only minor complaints fol- 
lowing his first hospitalization. The polyneuri- 
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tis improved, but we do not know whether or 
not he got rid of his cough during the period 
between 1956 and 1959. At least, we know 
that he had no reason to go to the hospital. 

When the patient was readmitted in 1959, 
physical examination revealed the presence of 
bilateral fine rales at the apexes of the lungs 
and coarse, moist rales and a pleural rub at 
the base of the right lung. What are the apexes 
in physical examination? Here again termi- 
nology should be clarified. The apex of the 
lung is the area above the second rib (the 
second anterior rib) or above the clavicle, and 
it would be very difficult to hear any acoustic 
sensations there which would be of any sig- 
nificance. Frequently and unfortunately, one 
refers to the apexes when actually the sub- 
clavicular or the infraclavicular area is meant, 
which is frequently the site of a tuberculous 
infection and the area in which significant 
rales often are heard. It would be helpful to 
know whether these rales persisted after cough- 
ing, whether they were post-tussive rales, and 
whether they actually were accentuated by 
coughing; such rales are practically specific 
for an exudative inflammation in this area. 
The description of coarse, moist rales and a 
pleural rub at the right lung base is some- 
what at variance with the x-ray report. The 
physical findings tend to lead us more to the 
right lower lobe, while the x-ray findings lead 
us to the right middle lobe, but it is impor- 
tant that no sign of consolidation was noted 
and that a pneumonic process apparently was 
not suggested to the physical examiner. 

The patient obviously had a fatty liver, and 
it is most likely that he had a cirrhosis. The 
protocol states that he had minimal clubbing 
of the fingers. Now, what is meant by minimal 
clubbing? I would like to imagine that the nail 
beds were slightly raised and somewhat soft. 
Unfortunately, many people call it minimal 
clubbing when only the distal part of the nail 
shows a curvature; this is not clubbing. The 
important area to examine when looking for 
clubbing is the nail bed, regardless of the 
appearance of the distal side of the nail. Physi- 
cal examination showed no other pathologic 
findings in the head, neck, rectum, extremities, 
genitalia, skin and lymphatics; however, the 
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-pleen was not mentioned. It would be quite 
elpful to know whether the patient had 
~plenomegaly; since he probably had a portal 
cirrhosis, it is very likely that he did have 
~plenomegaly. 

A dental consultant noted an eroded area 
of the anterior floor of the left side of the 
mouth and suggested a biopsy. Had I been 
examining the patient at the bedside, I also 
would have liked to have had a biopsy done. 
However, since this patient had oral sepsis 
and apparently did not pay attention to ordi- 
nary daily oral hygiene, it is quite possible 
that he had just an ordinary traumatic ulcera- 
tion of the mouth. 

The daily administration of 1.2 million 
units of penicillin, which was begun at the 
end of the first week of symptomatic treat- 
ment, was a dosage in “no man’s land.” If 
the physicians had thought that the patient 
had a pneumococcal infection or one caused 
by a responsive organism, a smaller dosage 
would have been sufficient; if there was evi- 
dence that a penicillin-resistant organism was 
present, the dosage should have been much 
higher. If 1.2 million units proved effective, 
probably a smaller dosage also would have 
been effective; if such a dosage is not effec- 
tive, it still does not mean that the organism 
is completely penicillin-resistant. 

The chest x-ray on admission showed sup- 
purative pneumonia of the right middle lobe, 
with several small abscess cavities. | do not 
know whether by using the term “suppurative 
pneumonia” the radiologist wanted to dis- 
tinguish this from putrid pneumonia or wheth- 
er in this classification he was influenced by 
the purulent expectoration and the presence 
of fluid levels. The right middle lobe is no- 
toriously involved in bronchiectasis. Frequent- 
ly, the location of the disease in inflammation 
of the lung may and should play a role in 
our consideration of differential diagnoses. 
When the middle lobe is predominantly in- 
volved, I think tuberculosis becomes a less 
likely possibility and bronchiectasis should be 
considered; the latter is often seen in the 
anterior segments of the lung, and the right 
middle lobe is a very common site of cavities. 

We also should consider the possibility that 
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this patient had disease of the right middle 
lobe exclusively because of an obstructive 
process in the bronchus of the right middle 
lobe. The bronchus of the right middle lobe 
is the most vulnerable bronchus of the lung, 
due to external pressure. For instance, if there 
are nodes (perhaps tuberculous or even ma- 
lignant nodes) pressing on the bronchus from 
the outside, a condition develops which fre- 
quently has been described as a middle lobe 
syndrome. However, I would favor the diag- 
nosis of bronchiectasis over that of a middle 
lobe syndrome in this case. 

Posteroanterior and lateral x-rays showed 
the development of a large cavity, with an 
air-fluid level, and a new, smaller cavity in the 
inferior portion of the lobe. This process led 
to further destruction of the lobe, regardless 
of segmental borders, and it is likely that this 
was caused by a very acute process. There was 
no mention of involvement of those sites where 
the physical examiner had found abnormal 
conditions. 

The electrocardiogram showed minor non- 
specific T waves and a prolonged Q.T interval, 
perhaps because the patient had hypokaliemia 
with chronic disease. The hemoglobin on ad- 
mission was 11.2 gm. and hematocrit was 31 
per cent, which gives a hemoglobin concentra- 
tion of 36 per cent; that is hyperchromic, a 
situation which should not exist. Nevertheless, 
the patient obviously had a normochromic, 
not a hypochromic, anemia. When I see a 
white blood cell count of 4800, with 65 per 
cent neutrophils, 34 per cent lymphocytes, and 
1 per cent monocytes, I would like to know 
the status of the spleen. It is known that pa- 
tients with chronic alcoholism do not respond 
with a leukocytosis to severe acute infection: 
this is usually and perhaps too conveniently 
explained by hypersplenism (increased func- 
tion of the spleen). I would not like to con- 
sider the leukopenia a manifestation caused 
by a specific microorganism, but would rather 
say that this was a host response of the patient 
to the acute infection; the patient apparently 
could not respond with a leukocytosis. 

The patient had 1 plus albumin and some 
white cells in the urinary sediment; again we 
learn that he had a normochromic anemia. 
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The serum albumin was very low, which is 
consistent with the nutritional state of the pa- 
tient and the condition of the liver. The nor- 
mal globulin at this time surprises me more 
than did the low globulin in 1956; assuming 
that the patient had disease during the inter- 
vening period, I would have expected some 
hyperglobulinemia. But it should be noted 
that this was actually a very low globulin in 
response to a chronic infection. 

I am at a loss to say anything about the 
causative microorganism here, unless the 
pathologist will tell us that the disease was 
something very unusual such as paragoni- 
miasis, a disease which is not an infection at 
all, or perhaps a necrotizing lipid pneumonia. 
If I wanted to go further, I might suggest a 
disease which recently has been more fully 
described, namely, pulmonary alveolar pro- 
teinosis, which has been suspected of being 
caused by Pneumocystis carinii. (However, 
this has not been proved.) 

Unless this patient had something very, 
very unusual, I would say that he had chronic 
bronchiectasis, which probably had predomi- 
nantly localized in the middle lobe; on this 
there was superimposed an infection of some 
kind, and death was caused by a massive 
hemoptysis from this area. Hemoptysis in 
bronchiectasis is a rather common manifesta- 
tion; it is more common in the so-called dry 
bronchiectasis than in this kind of severely 
infected condition. One of the possible reasons 
for the failure to find a microorganism is that 
this patient may have had an infection caused 
by an anaerobic organism and, by some acci- 
dent, the cultures were not set up for this type 
of microorganism. This is only a possibility 
which I have to consider, as it is one of the 
questions which I would raise at the bedside. 
I would rather diagnose a more common dis- 
ease in this case; I believe that this patient 
had bronchiectasis with an acute exacerba- 
tion, and that he died from the complication 
of this disease. 

DR. I. E. KIRSH (staff physician, radiology 
service): The x-rays taken in 1956 during the 
patient’s first hospitalization showed some in- 
filtration at the left base, which was thought 
to represent pneumonitis or pneumonia. I 
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think Dr. Heller is right in objecting to the 
term “pneumonitis.” Many radiologists use 
this word when there is a little question in their 
minds as to whether or not pneumonia is pres- 
ent. I think “pneumonia” is the accepted term. 
An x-ray made a short time later showed 
clearing of the pneumonia. 

The x-ray made on March 1, 1959, showed 
a well-circumscribed area of increased density 
with one rarefied area which looked like an 
abscess. This prompted the diagnosis of sup- 
purative pneumonia rather than lung abscess. 
The fluid level went only partially across the 
dense shadow. 

DR. HELLER: Was the lung lesion regular or 
irregular? 

DR. KIRSH: It looked irregular. A film made 
five days later showed a sharp fissure sepa- 
rating the middle from the upper lobe, a dis- 
tinct fluid level, and a fairly distinct outer 
border. It also showed another excavation or 
abscess, which was lower in the pulmonary 
density. The lung was otherwise normal. A 
lateral view made at the same time showed 
a pathologic condition in the middle lobe. It 
did not occupy the entire middle lobe; there 
were some aerated portions (not an atelecta- 
sis), and there was a well-defined fluid level. 
At this time, the condition could have been 
called either an abscess or a suppurative 
pneumonia. 

DR. EDWARD WILLOUGHBY (assistant chief, 
medical service): Since the spleen was not 
mentioned in the report of the physical exami- 
nation, I wonder if Dr. Kirsh could tell us 
whether or not it was enlarged. 

DR. KIRSH: Sometimes we think we can de- 
tect an enlarged spleen because of an eleva- 
tion of the left leaf of the diaphragm; it was 
not elevated in this patient. An enlarged spleen 
also may deform the gas bubble of the stom- 
ach, but this was not observed here. Thus, I 
would say that there was no evidence of an 
enlarged spleen. 

DR. HELLER: This patient apparently had 
an acute lung abscess instead of a condition 
based on a pre-existent bronchiectasis. We also 
could consider the possibility that he had a 
malignant lesion in the mouth and that this 
was a massive breakdown of metastases; how- 
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_ver, the smoothness of the cavity would argue 
.gainst this assumption. 

DR. DAVID REISNER (chief, tuberculosis serv- 
ice): According to the history, this patient 
produced bloody sputum over a period of 
-everal years. That would indicate that he 
must have had a condition of a destructive 
nature which had been present for some time. 
What this destructive condition was we do not 
know. He died with a sudden hemoptysis, 
which is not commonly seen in chronic bron- 
chiectasis alone. It would indicate a suppura- 
tive condition and would perhaps point to an 
acute (insofar as the final event was con- 
cerned), rapidly progressive, and destructive 
process without any anatomic changes in the 
direction of a defense mechanism, i.e., some 
kind of a defense mechanism which would 
wall off the lesion and thus localize it. 

I also would like to mention that the pro- 
tocol seemed to indicate that the treatment 
with antibiotics had no effect, so we might 
have to postulate that if it was an infection 
it was from an organism that was not suscepti- 
ble to the drugs administered or that it was 
not an infectious process. 

DR. JAMES R. ZVETINA (assistant chief, tu- 
berculosis service): I would venture a diag- 
nosis of Wegener’s granulomatosis, for the 
simple reason that there apparently were some 
renal lesions as well as one lesion from which 
no bacterial organisms were recovered. The 
necrotizing pneumonitis produced by this con- 
dition, the chronicity of the disease, and the 
presence of further lesions are factors which 
I thought perhaps Dr. Heller would stress, 
since I believe that he has had cases similar 
to this. 

DR. HELLER: There is a distinct possibility 
that this might have been Wegener’s granu- 
lomatosis; however, I would rather doubt it 
because of the relatively short course and be- 
cause there was no mention of pre-existent 
nasal disease. You are thinking faster than I 
in correlating the ulcer in the mouth with the 
possibility that this was an allergic, hyper- 
sensitivity type of “pneumonitis” (I use the 
word “pneumonitis” in quotation marks), 
which is part of Wegener’s granulomatosis. 

DR. LIONEL M. BERNSTEIN (assistant direc- 
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tor, professional services for research): Dr. 
Heller, how often in your experience has an 
abscess which has been present for many days 
caused a gross hemoptysis which ended 
fatally? 

DR. HELLER: I cannot quote figures, but it 
is conceivable that in a very severe necro- 
tizing infection the thrombosis of vessels does 
not keep up with the destruction of tissue, and 
a gross hemorrhage may occur. 

DR. MYRON RUBNITZ (chief, laboratory serv- 
ice): At autopsy it was found that the liver 
weighed 2,250 gm. and was fatty in color and 
consistency. Fibrous adhesions were seen in 
the right pleural cavity, and there were in- 
terlobar fissures. The right lung weighed 750 
gm.; the left lung weighed 500 gm. Both lungs 
were heavier and larger than normal, deep red 
in color, boggy, focally nodular, and cystic 
or cavitary in areas. There also were areas of 
marked congestion and focal hemorrhages. A 
cavitary lesion in the right middle lobe meas- 
ured approximately 2 or 2.5 cm. at its greatest 
diameter; it actually was not filled with puru- 
lent material but had some bloody material 
inside. 

Quite a bit of interstitial fibrosis was pres- 
ent, and there were numerous foci of inflam- 
matory cells. This is not a picture of broncho- 
pneumonia, which was the gross diagnosis at 
the time the autopsy was done; instead, it 
seemed to be evidence of some old inflamma- 
tory lesion. A section through some of the 
more nodular areas showed some necrotic foci, 
particularly about the small abscesslike or 
cavitary area. 

A high-power photomicrograph showed an 
abundant sprinkling of eosinophils (figure 1), 
which is quite unlike anything found in a 
frank, acute bronchopneumonia or in any type 
of chronic pneumonitis or pneumonia due to 
the usual pathogenic bacteria. 

Some rather interesting and remarkable 
vascular changes were noted. A connective 
tissue stain (figure 2) showed an interruption 
of the internal elastic lumen and a marked 
endothelial proliferation of the vessel, with a 
very marked fibrosis about it and a sprinkling 
of inflammatory cells and some eosinophils 
and polymorphonuclear leukocytes through 


547 


ne 

se 

ir 

S- 

n. 

ty 

in 

p- 

Ss. 

le 

or 

le | 

A- 

S- 

r 

A 
d 
[t 

e 

n ? 
e | 

| 

| 

- 

I 
1 

1 

) 

1 


4 


FicuRE 1. High-power photomicrograph of lung showing 
vasculitis and eosinophilic pneumonia. 


the wall. A granulomatous response around 
the vessel was noted. 

Another vessel apparently had been throm- 
bosed and appeared to be recanalizing; no 
true lumen could be seen. Inflammatory 
changes around and through the wall and in- 
flammatory and hemorrhagic areas were ob- 
served. A high-power view of the elastic tissue 
stain also showed the interruption and dis- 
integration of the elastic tissue in the wall, 
marked proliferation, and a very mild sprin- 
kling of cells about the wall. 

Numerous areas seen microscopically were 
typical examples of infarcts. In one area, the 
necrotic lung tissue typical of a lung infarct 
was present; in another area was seen more 
viable lung tissue with the inflammatory re- 
sponse previously observed. A section of the 
liver showed nodular degeneration, inflamma- 
tory cell infiltrate, fibrosis and fatty infiltra- 
tion, which are typical of changes in Laen- 
nec’s or portal cirrhosis. 

Only after the vascular changes were recog- 
nized, studied and stained did the nature of 
this case become clear. The findings were con- 
sistent with what is called Wegener’s granu- 
lomatosis. It is very difficult to categorize such 
pathologic findings in the lung. Lesions which 
are similar or related to the type seen in this 
patient are found in periarteritis nodosa of 
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FIGURE 2. Connective tissue stain showing fragmentation 
and proliferation of elastic fibers and obliteration of 
the lumen. 


the lung, rhinoserous granuloma, eosinophilic 
granuloma, lupus erythematosus, rheumatic 
pneumonitis, Loeffler’s syndrome, necrotizing 
granulomatosis, pulmonary angiitis, and al- 
lergic granuloma of the lung. There are many 
names for this condition, some which are 
synonymous and some which are related. | 
do not know the exact term that should be 
applied in this case. The changes were similar 
to those seen in periarteritis nodosa (prefer- 
ably, polyarteritis nodosa). The vascular le- 
sions were almost exactly the same; however, 
in polyarteritis nodosa you assume that there 
are changes in other areas of the body, and 
none were demonstrated in this patient. The 
classic syndrome of Wegener’s granulomatosis 
includes granulomas in the lung, vascular 
changes, and a vasculitis in the glomeruli. We 
did not see the last-mentioned condition in 
this patient. I do not know whether or not that 
fact takes this case out of the realm of true 
Wegener’s granulomatosis. Since there are so 
many names for so-called necrotizing granu- 
lomatosis, your own choice of what to call it 
probably will depend on the literature that 
you read. 

I do not know how much of an allergic 
manifestation this particular patient had or 
whether there was any reaction to the drug 
therapy given him. As far as I can tell from 
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‘eading the chart, he had had no previous 
‘eaction to penicillin, although it apparently 
‘id not help him when it was given to him 
during his first hospitalization. 

There are about 50 such cases reported in 


the literature, and again it depends on the 


literature that you read as to what criteria 
you follow in making such a diagnosis. I think 
these cases of vasculitis and the very definite 
granulomas provide good evidence that we 
are dealing with some type of allergic or gran- 
ulomatous angiitis or vasculitis of the lung. 

DR. HELLER: I think the clinical clue in this 
case probably was the existence of the oral 
lesions. It should be possible to make this 
diagnosis or to suspect it from the biopsy of 
such lesions, as they usually show the vascu- 
litis with an eosinophilic infiltrate. 

The protocol showed no relationship be- 
tween the patient’s first and second hospital- 
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izations, and we were not told of any symp- 
toms between 1956 and 1959. | think that 
this intermission between the two illnesses also 
should have led us in the direction of the 
correct diagnosis. In addition, the fact that 
the excellent bacteriology department here re- 
ported that no microorganisms were present 
certainly should have been the strongest clue 
that we were dealing with a nonbacterial dis- 
ease of the lung. 

DR. RUBNITZ: Since there are only about 50 
such cases reported in the literature, this can- 
not be considered a very common condition. 

DR. HELLER: In a patient with this disease 
who was observed in our hospital, there was 
no hemoptysis, but the lesion expanded so 
rapidly that it was hardly believable. We had 
never before seen anything like it. In two 
weeks, the lesion actually tripled in size, and 
the patient died of suffocation. 


152. CAROTID-SINUS SYNDROME 


The carotid-sinus syndrome may be defined as the occurrence of spon- 
taneous symptoms precipitated by a hypersensitive carotid-sinus reflex. 
Appropriate stimulation of the left or right carotid sinus will induce de- 
tectable circulatory changes in many subjects. The extent of such changes 
varies widely with the subject and with the technique of stimulation, and 
it is essential to differentiate the clinical syndrome from simple hyper- 
activity of the carotid-sinus reflex which may be present without causing 
symptoms. It is not uncommon to meet a middle-aged or elderly patient | 
| in whom relatively light stimulation over one or other carotid sinus will | 
_ produce instant cardiac standstill. These patients frequently deny, however, 

any history of symptoms which could be attributed to spontaneous activa- 
_ tion of the reflex. The diagnosis of the carotid-sinus syndrome is permis- 
sible only if external stimulation of the affected sinus exactly reproduces, | 
in whole or .in part, the spontaneous symptoms of which the patient 
complains. 


| 
| E. C. Hutchinson and J. P. P. Stock, The carotid-sinus syndrome, 
| Lancet, August 27, 1960, pp. 445-449 
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NUTRITION IN CLINICAL MEDICINE 


Dental Benefits of Fluoridation 


JAMES H. SHAW* 


Harvard School of Dental Medicine, Boston 


Fvorine probably 
has been the most fre- 
quently discussed ele- 
ment in the human diet 
during the past decade, 
not only among scien- 
tific organizations but 
also in a great variety 
of civic groups. The 
obvious reason for this 
intense interest is the 
premise that the inges- 
tion of an optimal amount of fluorine in the 
form of its inorganic salts, the fluorides, dur- 
ing the calcification of the teeth will result 
in approximately a 60 per cent reduction in 
dental caries. At present, no procedure to 
supply fluorides other than the adjustment of 
fluoride levels in communal water supplies has 
been tested adequately in human populations. 
Currently, no preventive measure in dentistry 
other than the fluoridation of public water 
supplies offers comparable hope for this de- 
gree of prevention of dental caries in popula- 
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tion groups, not just during the teen-age years 
but for a lifetime. 


Distribution of Fluorides in Nature 


Fluorine is the lightest and most reactive 
of the four elements in the halogen series. 
Two of these four, chlorine and iodine, are 
essential nutrients for animal and human life. 
The fourth in the series, bromine, is present 
in all plant and animal tissues, but incontro- 
vertible evidence that this element is essential 
for life has not been obtained. Fluorine is 
never found in its free, elemental state in 
nature because of its reactivity. Instead, it 
occurs in combination with various positively 
charged elements in simple or complex salts. 
These inorganic fluoride compounds are stable 
and can be stored as solids in ordinary con- 
tainers without exhibiting any evidence of the 
high reactivity and corrosiveness of the ele- 
mental fluorine. 

The fluorides are ubiquitous in soils, foods 
and water supplies. Two of the most common 
of these naturally occurring compounds are 
calcium fluoride (fluorspar) and sodium alu- 
minum fluoride (cryolite). It has been esti- 


POSTGRADUATE MEDICINE 


4 
ct 


mated that the entire crust of the earth prob- 
.bly contains an average of 0.1 per cent of 
‘uorides.’ Soils contain varying amounts of 
tuorides. A survey of the 20 important agri- 
cultural topsoils in New Jersey indicated that 
their fluoride content varied from 29 to 409 
parts per million (p.p.m.).? 

All plant and animal tissues contain some 
fluorides. The majority of foods contain trace 
amounts of fluoride in the neighborhood of 
(0.2 to 0.5 p.p.m., with a few between 0.5 and 
1.0 p.p.m.* The sea foods fall well above this 
range and may contain as much as 5 to 15 
p.p.m., which has been obtained from the 1.3 
to 1.4 p.p.m. in sea water. The fluoride con- 
tent of canned fish is elevated because of the 
bones. Tea leaves may contain as much as 
75 to 100 p.p.m., while a cup of tea would 
contain about 0.1 mg. of fluoride. 

Special note should be made of the fact 
that plant tissues, with the exception of a 
few roots and tubers, do not contain amounts 
of fluorides which become proportionally 
greater as the fluoride concentration of the 
soil on which they are grown is increased. 
Instead, the fluoride content of plants is typi- 
cal of the species rather than of the soil from 
which they received their nutrients. Likewise, 
animal products such as milk, cheese, eggs, 
etc., and animal tissues, with the exception 
of teeth and bones, do not contain elevated 
amounts of fluorides when fluorides have been 
eaten in greater than normal amounts. How- 
ever, the enamel and dentin reflect fairly ac- 
curately the level of fluoride consumed during 
tooth development, while the level of fluoride 
in bone is an expression of the over-all fluoride 
ingestion throughout the life history of the 
individual. 

Public water supplies contain amounts of 
fluorides varying from almost undetectable 
traces of a few hundredths of a part per mil- 
lion up to several parts per million. These 
amounts of fluorides are dissolved by rain 
water as it filters through various layers of 
soil and rock formations in the process of 
reaching the point where it is collected for 
human use. The amount of fluoride varies in 
proportion to both the amount of contact with 
soil and rock and their fluoride content, but 
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it is relatively constant for long periods in a 
single water source. Surface waters usually 
contain little fluoride, while deep wells in 
fluoride-bearing strata will contain significant 
amounts of fluoride. 

Since the fluorides are omnipresent in all 
foodstuffs, every individual consumes some 
every day throughout life. Careful analyses of 
the fluoride intake in widely separated com- 
munities such as Toronto, Minneapolis and 
Washington, D.C., indicated that average 
diets supplied between 0.18 and 0.56 mg. of 
fluoride per day when a fluoride-low water 
supply was used.** The fluorides are so widely 
distributed in nature that the most painstak- 
ingly exhaustive treatment of the ingredients 
in a diet for laboratory animals was neces- 
sary to prepare a diet as low as 0.007 p.p.m. 
of available fluoride.® 


Dental Benefits of 
Water-Borne Fluorides 


Long before there was any published scien- 
tific basis for their recommendations, Erhardt‘ 
in 1874 and Crichton-Browne® in 1892 sug- 
gested that fluorides were important for main- 
taining normal teeth in man. The latter be- 
lieved that the consumption of white bread 
and other highly refined foods led to a lower 
intake of fluoride than did consumption of 
whole grains. He strongly recommended the 
reintroduction of appropriate amounts of fluo- 
ride into the diet, but little was done to ex- 
plore the validity of these postulates. Much 
later, suggestions began to appear from dif- 
ferent areas where there was sufficient fluoride 
in the water supplies to cause mottled enamel 
that a low incidence of dental caries prevailed 
among continuous residents.*"' The most 
striking of these was the report by Bunting 
et al.° that children who had lived in Minonk, 
Illinois, all their lives had much less tooth 
decay than did children who had been born 
elsewhere and had moved to Minonk after 
tooth development was largely completed. 

The publication in 1938 of the first of the 
classic series of epidemiologic studies by 
Dean” began the establishment on a sound 
scientific basis of the relationship between 
fluoride ingestion during tooth development 
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Community Water 
Fluoride 
Level ppm 


Galesburg 1.8 201 


Aurora .2 281 


FicurE 1. The relationship 
between fluorides occurring 
naturally in the water sup- 
ply and the incidence of 
dental caries in 12 to 14 
year old children.13.14 


Waukegan 00 


Number of decayed, missing and 
filled permanent teeth per 100 children 


and a reduced incidence of dental caries. This 
study was conducted on children in South 
Dakota, Colorado and Wisconsin, and showed 
striking benefits to both deciduous and perma- 
nent teeth in communities where fluorides 
were present in appreciable amounts in the 
water supplies. 

The next studies by Dean and associates 
were conducted in Galesburg, Monmouth, 
Macomb and Quincy, Illinois, and in eight 
suburban Chicago communities; particular at- 
tention was paid to permanent teeth in the 
12 to 14 year old children. Representative 
data from these studies are shown in figure 1. 
In contrast to 810 and 673 decayed, missing 
and filled (DMF) teeth per 100 children in 
the low-fluoride communities of Waukegan 
and Evanston, respectively, there were only 
281 DMF teeth in Aurora, where the water 
supply contained 1.2 p.p.m. fluoride. Similar 
data were obtained for 4,425 children, 12 to 
14 years old, in 13 other cities in four Mid- 
western states.’” As reported earlier by Dean,'* 
the deciduous teeth also benefited by the in- 
gestion of fluorides during tooth development. 
The data in table 1 were obtained by Bull’® 
for five to six year old children in six Wis- 
consin communities. 

The afore-mentioned studies have been 
chosen as examples of the degree of preven- 
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tion of dental caries derived from the inges- 
tion of natural fluorides. These particular 
studies were selected because they were the 
earliest demonstrations of the relationship. 
Many other epidemiologic studies among chil- 
dren, demonstrating the same relationship in 
widely separated areas of the world, have been 
published and continue to be published. 

The effectiveness of fluoride ingestion is a 
lasting one; it stretches on through adult life 
and does not merely postpone dental caries 
during the adolescent years. Data for adults 
are available for groups in the United States, 
Argentina, England and Hungary. For exam- 
ple, in a group of 155 adults between 20 and 
44 years of age from Boulder, Colorado, 
where the drinking water is very low in fluo- 
rides, no one was caries-free, and the average 
DMF rate was 17.2 teeth per person. In con- 
trast, among 385 adults of the same age group 
in Colorado Springs, where the water con- 
tained 2.6 p.p.m. of fluorides, 10.1 per cent 
were caries-free, and the average DMF rate 
was 7.5 teeth per person.'* Consistent differ- 
ences were observed in each age group. In 
another study, McKay’ reported that 64 
adults 40 or more years of age in Colorado 
Springs had an average DMF of 6.3 teeth, 
with 0.4 extractions per person, while 251 
adults of the same age in Madison, Wisconsin, 
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TABLE 1 
Domestic WATER FLUORIDEs AND Caries INCIDENCE oF Decipuous TEETH 


OF Five To Stx YEAR OLp CHILDREN IN S1x Wisconsin ComMunitiEs™ 


sie FLUORIDE CHILDREN EXAMINED | CHILDREN CARIES-FREE set 
(P.P.M.) (NUMBER) (PER CENT) 
Green Bay 2.30 557 58.1 1.25 
De Pere 2.00 105 54.7 1.13 
Kaukauna 1.80 77 50.6 1.93 
Oconto 1.50 51 45.1 2.64 
Kimberly 1.20 43 41.8 2.74 
Sheboygan 0.05 416 20.4 4.80 


*Carious, extracted posterior, and filled deciduous teeth. 


an area of low fluoride, had an average of 
21.1 DMF teeth, with 11.9 extractions per 
person. 

A remarkable consistency has been ob- 
served in the level of the effectiveness of 
fluoride ingestion around the world. One of 
the most interesting observations has been 
that of Adler’® in Hungary, where the level 
of dental caries in the whole population is a 
great deal lower than in the United States. 
However, in both children and adults in this 
population group, a lower incidence of dental 
caries was observed in fluoride areas than in 
those areas low in fluoride. 


Addition of Fluorides to 
W ater Supplies 


By 1945, sufficiently conclusive data were 
available from the epidemiologic studies to 
justify the beginning of trials to determine 
whether it would be equally effective to ad- 
just fluorides to desirable levels in areas in 
which fluoride was low. Grand Rapids, Michi- 
gan; Brantford, Ontario; and Newburgh, New 
York, were chosen as the first individual study 
sites for the introduction of sufficient fluoride 
in the pumping stations to increase the level 
to between 1.0 and 1.2 p.p.m. Muskegon, 
Michigan; Sarnia, Ontario; and Kingston, 
New York, were the respective control cities 
which were believed to be satisfactory from an 
epidemiologic standpoint. Progress reports 
have been published periodically from each of 
these three studies. Ten year reports are avail- 
able in which the benefits of fluoridation in 
each community closely duplicate those ex- 
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pected from areas in which there is an ade- 
quate amount of natural fluoride.*°** Similar 
benefits were reported in an intensive study 
of fluoridation begun in Evanston, Illinois, in 
1947, with Oak Park under investigation as 
the control city.” 

Since the data for all four of these studies 
closely parallel each other, no advantage is 
to be gained by discussing each one. Arbi- 
trarily, the Newburgh-Kingston study has been 
chosen to discuss in detail. Figure 2 shows the 
number of DMF permanent teeth per 100 
children in various age groups in the two 
communities after 10 years of fluoridation in 
Newburgh. In each age group, from six to 
nine on through 16 years, the children in 
Newburgh have much less tooth decay than 
do their contemporaries in Kingston. Obvious- 
ly, the differences become smaller as the age 
of the children increases. This effect is as 
would be expected. In the six to nine year 
old group in Newburgh, all the permanent 
teeth (eight incisors and four first molars) 
have developed and calcified since the begin- 
ning of fluoridation and have received the 
maximal déntal caries protection to be expect- 
ed in areas with natural fluoride. In contrast, 
the 16 year olds in Newburgh have 12 perma- 
nent teeth (eight incisors and four first molars ) 
that were calcified prior to the beginning of 
fluoridation and have 16 permanent teeth 
(four cuspids, eight premolars and four sec- 
ond molars) that have calcified partially or 
completely since the beginning of fluoridation. 
The outcome is an incidence of dental caries 
that is an average of the prefluoridation sus- 
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FIGURE 2. The relationship 
between fluorides added to 
the water supply and the 
incidence of dental caries 
in children of different age 
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Number of decayed, missing and filled permanent 
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ceptibility of 12 teeth with the increased post- 
fluoridation resistance of 16 teeth. 

This point can be best demonstrated by 
figure 3, in which the data for various age 
groups are presented for the first and second 
permanent molars. In the six to nine year old 
children in Newburgh, in whom the first mo- 
lars developed during fluoridation, the usual 
degree of protection expected from natural 
fluoride is evident. However, in the older 
groups, especially in the 16 year olds, in 
whom the first molars were already erupted 
at the beginning of fluoridation, practically 
no benefit has been observed. In contrast, the 
second molars of the 13 year olds in New- 
burgh, which for the most part have developed 
and calcified since the beginning of fluorida- 
tion, have received approximately the same 
degree of benefit as the first molars of the 
six to nine year olds. Again in the older age 
groups, the degree of benefit to the second 
molars decreases, because many of these 
teeth were formed before fluoridation began. 
In the 16 year olds in Newburgh, the second 
permanent. molars have had the benefit of 
optimal fluoride levels only during the last 
five years of development, and a lesser degree 
of protection is noticeable. 
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While the greatest proportion of dental 
benefit is derived as a result of the avail- 
ability of the fluoride ion during tooth de- 
velopment, some benefit to teeth that were 
already erupted at the beginning of fluorida- 
tion has been demonstrated in the teen-age 
group in Grand Rapids.** In a carefully de- 
signed statistical study in this community, it 
was observed that first permanent molars 
which had erupted prior to fluoridation had 
fewer and smaller cavities during fluoridation 
than did comparable teeth in Muskegon. The 
over-all reduction in tooth decay was 17 per 
cent, with reductions of 14, 31 and 11 per 
cent for lesions on the approximal, buccal and 
lingual and occlusal surfaces, respectively. 
This finding corroborates comparable observa- 
tions for migrants into areas with natural 
fluoride. 

Today, few investigators question the effec- 
tiveness of optimal levels of fluoride ingestion 
as demonstrated by the selected studies cited 
and the numerous others that contribute to 
the premise. On the one hand, we have the 
extensive and varied epidemiologic studies in 
the areas with natural fluoride, where climatic, 
economic, social, racial and dietary conditions 
differed greatly. On the other hand, we have 
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the intensive clinical trials in several commu- 
nities of different types where fluoride levels 
have been adjusted in the public water sup- 
plies for a sufficiently long period to be evalu- 
ated accurately. The reproducibility of the 
data from these two types of investigation 
provides a background of scientific informa- 
tion that is unique in the public health field 
and is sufficiently conclusive regarding the 
level of effectiveness to have produced general 
agreement among scientists and laymen who 
have studied the data diligently and without 
personal bias. 


Criticism of Fluoridation 


As in any area of scientific thought, the 
validity of the supporting data will be ques- 
tioned from time to time. The most recent 
queries about the effectiveness of fluoridation 
are contained in an 83 page criticism of the 
studies at Newburgh, Grand Rapids, Evanston 
and Brantford, from which the Australian 
author Sutton®’ concluded, “The sound basis 
on which the efficacy of a public health meas- 
ure must be assessed is not provided by 
these . . . trials.” This critique is based on 
a minute appraisal of the published data and 
the statistical methods used in their evalua- 
tion, without personal observation in any one 
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teeth 


of these fluoridation trials. Although it is not 
specifically stated, the reader is left with the 
feeling that Sutton does not question the effec- 
tiveness of natural fluorides, but that he does 
question whether the addition of fluorides to 
public water supplies duplicates this influence. 
Detailed evaluations of Sutton’s destructive 
criticism of the fluoridation studies have been 
made by Dunning” and by Galagan, Blayney 
and Grainger.** A comparable evaluation is 
not necessary here, but in view of the likeli- 
hood that Sutton’s conclusions will be widely 
quoted, a brief summation is in order. 

Numerous statements in Sutton’s critique 
would have an element of truth in studies in 
which an acute self-limiting disease was being 
investigated or when the effect of the treat- 
ment would be expected to be relatively small 
and difficult to detect. However, when a 
chronic disease such as dental caries is being 
studied and when the effectiveness of the 
treatment is in the neighborhood of 60 per 
cent, the criticisms become either irrelevant 
or of such a minor nature that they do not 
in any way invalidate the conclusion. 

The degree of perfection demanded by Sut- 
ton either is completely unobtainable for natu- 
ral reasons or is very difficult to obtain for 
economic and logistic reasons. Where is the 
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investigator who in retrospect cannot see po- 
tential refinements and improvements in many, 
if not all, of his experiments which have made 
contributions to science? 

Sutton’s suggestion of transporting and in- 
termingling children from control and test 
communities in a neutral examination center 
is a good illustration of a request for a Uto- 
pian situation that would be difficult to achieve 
from the logistic and economic standpoint. 
An example of the inability to achieve perfec- 
tion for natural reasons can be provided in re- 
sponse to Sutton’s belief that the control city 
Kingston was not sufficiently similar to the 
test city Newburgh. He accurately pointed out 
ways in which they differ. However, during 
the decade of the study throughout which 
these differences were maintained, the inci- 
dence of dental caries in the children of 
Kingston did not increase or decrease consist- 
ently, while there was a consistent and very 
obvious decrease in dental caries among chil- 
dren of the same age in Newburgh. Sutton ap- 
parently neglected to note that rarely, if ever, 
will two cities be identical in every aspect that 
touches directly or remotely on human health. 
If epidemiologic studies are ever to be con- 
ducted, differences must be determined, the 
best selection must be made, and due regard 
for these differences must be considered. 
These precautions have certainly been heeded 
in the fluoridation trials. 

Sutton also commented on the loss of Mus- 
kegon as the control city three years before 
the end of the 10 year Grand Rapids study 
period. True, this was regrettable from the 
strictest scientific sense, although the final 
conclusion was not invalidated by this change 
in plans. From a humanitarian standpoint, 
there was a gain, because this change occurred 
due to the conviction in the community of 
Muskegon that fluoridation was effective in 
Grand Rapids and that no further delay in 
providing this benefit to their children could 
be tolerated. What responsible investigator 
would conscientiously prohibit such a step 
after his own data had become conclusive? 

. Much of Sutton’s censure was directed to- 


. ward statistical procedures. If the difference 


between the levels of the incidence of dental 
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caries before and after fluoridation were in 
the neighborhood of 15 or 20 per cent, the 
most diligent statistical evaluation would be 
necessary. However, the level of protection 
from fluoridation is sufficiently great that 
visual differences between control and experi- 
mental communities are readily obvious to 
the unbiased observer. Today no statistician 
is needed; no understanding of statistical pro- 
cedures is necessary for any unbiased observer 
to say with conviction that the children in 
Newburgh, Grand Rapids, Evanston and 
Brantford clearly have a lower incidence 
of dental caries than do the children of the 
same age in any neighboring community 
where the level of fluoride in the water supply 
is inadequate. It is certainly regrettable that 
Sutton would have expended so much time to 
raise doubts about the effectiveness of fluori- 
dation when a much smaller amount of time 
spent in observing any one or all of the 
four areas, if he has no personal bias, would 
have convinced him of the remarkable bene- 
fits that have been observed by the various 
investigators. 


Acceptance of Fluoridation 


The recognition of the benefits and safety 
of fluoridation had led to the adoption of this 
public health measure in over 1,850 commu- 
nities serving 36,000,000 people in the United 
States by the end of 1959. The largest com- 
munity to adopt fluoridation has been Chica- 
go, which, with its 52 suburbs on the same 
water distribution system, has a population 
of around 5,500,000. At the present time, 66 
per cent of the cities with a population of 
more than 500,000 and 32 per cent of the 
cities with a population between 10,000 and 
500,000 are fluoridating their water supplies. 

A survey of fluoridation around the world 
has been conducted under the auspices of the 
Federation Dentaire Internationale.** In Cana- 
da, 28 communities which have a population 
of approximately 1,000,000 have begun con- 
trolled fluoridation. A few scattered commu- 
nities in Brazil, Chile, Colombia, El Salvador. 
Panama Canal Zone, Venezuela, Union of 
South Africa, Australia, Malaya, New Zealand, 
Egypt, Belgium, Czechoslovakia, West German 
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} ederal Republic, Goons Britain, Netherlands 
and Sweden have begun fluoridation. 


Summary 


The presence of optimal amounts of fluo- 


rides in the drinking water supply, whether — 


introduced by nature or in the pumping sta- 
tion by the waterworks engineer, unquestion- 
ably leads to reductions in the incidence of 
dental caries. These reductions are in the 
order of 50 to 60 per cent or even higher in 
some communities, and apply to the deciduous 
and permanent teeth formed during residence 
in an optimal fluoride area. The benefits of 
optimal fluoride ingestion are noted first in 
the children of the area and are extended at 
an equal ratio of effectiveness to the adults 
when the availability of fluorides has been 
sufficiently prolonged to cover the full lifetime. 


This is the second of a series of four articles on the 
dental effects of fluoridation. The next article, also by 
Dr. Shaw, will discuss “The safety of fluoridation.” 
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CLINICAL STUDY 


Efficacy of Hydroxyzine 
Hydrochloride in 
Management of Early Labor 


BERNARD J. SICURANZA AND LESLIE HUGHES TISDALL* 
St. Catherine’s Hospital, Brooklyn 


Milucu has been printed and spoken recently 
about the dangers of childbirth and the lack 
of sympathy of the medical profession toward 
the expectant mother.’:* These misguided com- 
ments play no small role in the attitude of a 
mother toward her delivery. Many women ex- 
perience apprehension and stress from the 
time of conception to delivery, and these feel- 
ings are most manifest when they enter the 
hospital in early labor. At that time the di- 
lating period is just starting, pains are oc- 
curring at moderate intervals, and the patients 
have ample time to become increasingly ap- 
prehensive and thus unwittingly hinder the 
progress of labor. Hardy* and Garcia and 
Garcia* have shown that apprehension in labor 
causes an increase in secretion of epinephrine, 
which is a known antagonist to pituitary gland 

We always have believed that an interval 
medication should be employed to help the 
apprehensive mother through the early stages 
of labor. However, many medications which 
have been used have more disadvantages than 
advantages. For example, DEMEROL® and 


*Department of Obstetrics and Gynecology, St. Catherine’s Hospital, 
Brooklyn, New York. 
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Many women become increasingly appre- 
hensive and tense during the early stages 
of labor. 

Some medications used to allay pain and 
apprehension in early labor often impede 
the progress of labor or have a noxious ef- 
fect on the unborn child. 

The effects of 100 mg. hydroxyzine hydro- 
chloride administered intramuscularly were 
studied in a series of 111 patients during 
the early stages of labor. Results of the test 
are discussed. 


scopolamine, given to allay pain and ap- 
prehension in early labor, often impede the 
progress of labor. The barbiturates are also 
effective, but their noxious effect on the un- 
born child has been well documented, and 
many obstetricians dislike these drugs for this 
reason. 


Method 


We undertook the study described here in 
order to determine the efficacy of ataractics 
in relieving the apprehension in early labor. 
We believe that ataractics show great promise 
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as an answer to the problem of allaying appre- 
hension without impeding the progress of 
labor. They also appear to be safe for both 
mother and child. 

Since a preliminary study of 94 patients 
had shown that a dosage of 50 mg. hydroxy- 
zine hydrochloride (ATARAX®) was relatively 
ineffectual, we gave the present series of 111 
patients (70 multiparas and 41 primiparas) 
100 mg. of this agent intramuscularly. 

Patients who were to have elective cesarean 
sections and those in obviously advanced labor 
were not included in the study. 

The medication was administered as soon 
as the patient had been examined on admis- 
sion to the labor room and before the enema 
was given. No attempt was made to decrease 
the subsequent dosage of Demerol or scopola- 
mine, as it is believed that they give adequate 
sedation and, as used at St. Catherine’s Hos- 
pital, are not noxious to the unborn child. 
These agents were given as soon as labor be- 
came well established; that is, when strong 
contractions of good duration were occurring 
at least at five minute intervals. 


The effect of the Atarax was observed by 
only two persons in order to gain a more con- 
sistent impression; observations were made 
within one hour after the drug was adminis- 
tered. Patients who did not receive Atarax 
served as controls in this study. The pulse rate 
and blood pressure were taken once before 
and twice following the administration of 
Atarax. 


Results 


Table 1 shows that apprehension, anxiety 
and tenseness were significantly decreased in 
53 per cent of the patients and increased in 
only 5 per cent. Restlessness was diminished 
in only 34 per cent of the patients, and co- 
operation was improved in 39 per cent. How- 
ever, it is well known that restlessness and 
lack of cooperation are usually present in se- 
dated patients. Neither of these conditions 
poses a problem to the efficiently managed 
maternity floor. 

The newborn were rated according to the 
Apgar scale* and were evaluated one minute 
after birth. Comparison with the controls 
showed that there was no significant decrease 
in the Apgar evaluation of any of the babies 
in the study. 


Conclusions 


Atarax in a dose of 100 mg. is a safe and 
useful adjuvant in the management of early 
labor. It relieves anxiety and thereby enhances 
uterine contractions. In a series of 111 pa- 
tients, the drug produced no untoward effect 
on either blood pressure or pulse, and no 
other adverse effect was observed. Less im- 
pressive results were obtained in patients re- 


TABLE 1 
Errects oF ATARACTIC THERAPY IN Earty Lasor 
RESULTS ACHIEVED IN 11] PATIENTS 
ATTITUDE Decreased Unchanged Increased 
‘Number Per cent Number Per cent Number Per cent 
Apprehension and tenseness 59 53 46 42 6 5 
Restlessness 37 34 60 54 14 
Lack of cooperation 43 39 59 53 9 
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ceiving 50 mg.; thus, it is believed that 100 
mg. is more effective. 

Used judiciously in the manner outlined, 
hydroxyzine hydrochloride is a valuable com- 
pound for relief of stress and apprehension 
accompanying early labor in primiparas and 
multiparas. It eases the mother into later stages 
of labor, when Demerol and scopolamine may 
be given, and it helps the patient to manage 
her own labor. 
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Collins, M.D., Associate Professor of Anesthesiology, and 
Emery Andrew Rovenstine, M.D., Professor of Anesthe- 
siology and Chairman, Department of Anesthesiology, 
New York University Medical Center, New York. 354 
pages with 144 illustrations. 1960, Lea & Febiger, Phila- 
delphia. $9.50. 


Annals of the New York Academy of Sciences, 1960. 
Connective Tissue and Diseases of Connective Tissue. 
Vol. 86, Art. 4. 255 pages, illustrated. $3.50. The Reticu- 
loendothelial System (RES). Vol. 88, Art. 1. 280 pages, 
illustrated. $8.50. 


Medical Physiology and Biophysics. Edited by Theo- 
dore C. Ruch, Ph.D., Professor, Department of Physiol- 
ogy and Biophysics, University of Washington School of 
Medicine, Seattle, and John F. Fulton, M.D., Sterling 
Professor of the History of Medicine, Yale University 
School of Medicine, New Haven. Eighteenth edition of 
“Howell’s Textbook of Physiology.” 1,232 pages, illus- 
trated. 1960, W. B. Saunders Company, Philadelphia and 
London. $16.00. 
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Visual Aids in Cardiologic Diagnosis and Treat- 
ment. Sponsored by the American College of Chest 
Physicians. Edited by Arthur M. Master, M.D., Con- 
sultant in Cardiology, and Ephraim Donoso, M.D., Re- 
search Assistant in Cardiology, Mount Sinai Hospital. 
New York, with 23 contributors. 216 pages, illustrated. 
1960, Grune & Stratton, Inc., New York and London. 
$10.00. 


Review of Medical Microbiology. By Ernest Jawetz, 
M.D., Professor of Microbiology and Lecturer in Medi- 
cine and Pediatrics, University of California School of 
Medicine, Berkeley-San Francisco, Joseph L. Melnick. 
Ph.D., Professor of Virology and Epidemiology, Baylor 
University College of Medicine, Houston, and Edward 
A. Adelberg, Ph.D., Associate Professor and Chairman, 
Department of Bacteriology, University of California, 
Berkeley. Ed. 4. 378 pages, illustrated. 1960, Lange 
Medical Publications, Los Altos, California. $5.00. 


Gynecological Urology. Compiled and edited by Abdel 
Fattah Youssef, F.I.C.S., Lecturer in Obstetrics and 
Gynecology, Cairo University, Cairo, Egypt, with 32 con- 
tributors. 893 pages, illustrated. 1960, Charles © Thomas, 
Springfield, Illinois. $22.50. 


The Human Blood Proteins. Methods of examination 
and their clinical and practical significance. By Ferdi- 
nand Wuhrmann, M.D., Chief of the Medical Service, 
Cantonal Hospital of Winterthur-Zurich, and Charlie 
Wunderly, Ph.D., Senior Research Chemist, Department 
of Medicine, University of Zurich, Switzerland. Trans- 
lated by Harvey T. Adelson, M.D. Ed. 3. 491 pages, 
illustrated. 1960, Grune & Stratton, Inc., New York and 
London. $15.75. 


Experiences With Congenital Biliary Atresia. Amer- 
ican Lecture Series. By Julian A. Sterling, M.D., As- 
sistant Professor of Surgery, University of Pennsylvania 
Graduate School of Medicine, Philadelphia. 68 pages, 
illustrated. 1960, Charles C Thomas, Springfield, Illinois. 
$5.50. 
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CLINICAL STUDY 


Vistaril® in Allergy 


WILLIAM C. GRATER 
Dallas 


Mlany of the present- 
ly available antihista- 
mines have short dura- 
tion of action, and the 
delayed-action prepara- 
tions are not always 
reliable. PHENERGAN® 
(promethazine hydro- 
chloride) is a notable 
exception, but its use 
presents many of the 
problems associated 
with phenothiazine derivatives. Therefore, the 
addition of an effective, long-acting, nontoxic 
antihistamine would be welcome for the ther- 
apy of allergic disorders. 

Experimental studies in animals have dem- 
onstrated that hydroxyzine hydrochloride 
(ATARAX®) has antihistaminic, antiserotoninic, 
anticholinergic and antispasmodic proper- 
ties.''° It has been reported to be beneficial 
in therapy of urticaria,’ and it also has sup- 
pressed the wheal reaction. in skin tests.* 
Vistaril is the 1,1’-methylene-bis-(2-hydroxy- 
3-naphthalene carboxylic acid) salt of hy- 


WILLIAM C. GRATER 


*visTaRIL® (hydroxyzine pamoate), supplied by Pfizer 
Laboratories. 
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A series of 154 allergic patients were treated 
with Vistaril. The drug was effective in 
allergic rhinitis, urticaria, and pruritus of 
any allergic cause. It was not effective in 
asthma. Vistaril has a wide spectrum of 
action and had a high degree of patient 
acceptance. Duration of action in most 
cases was 8 to 10 hours or more. The main 
side effect was drowsiness. Serious side 
effects were not encountered. 


droxyzine and is designated generically as 
hydroxyzine pamoate. It has a more prolonged 
action than the hydrochloride salt. Favorable 
results have been reported following its use 
as an ataraxic agent* and in cardiac arrhyth- 
mias”® as well as for preoperative medica- 
tion.*'' The chemical structure of Vistaril is 
shown in figure 1. 


Material and Method 


Vistaril was administered orally to 154 pa- 
tients with allergic disorders, many of whom 
previously had responded poorly to various 
antihistaminic agents. It was also administered 
subcutaneously in some instances of vomiting. 
Patients who were “problem cases” and those 
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FIGURE 1. Chemical structure of Vistaril. 


who had a wide spectrum of symptoms with 
a strong psychogenic overlay were purposely 
chosen for the study. 

Vistaril was employed in capsules of 25, 50 
and 100 mg. At first the dosage was quite 
experimental and the drug was given three 
and four times daily. Later it was found that 
it was unnecessary to give the drug that often, 
and most of the patients took the drug twice 
a day, the larger dose at bedtime. In a typical 
case the patient took 25 mg. in the morning 
and 50 mg. at bedtime initially, and after a 
short time this dosage was doubled to 50 mg. 


TABLE 1 


ReEsutts OF TREATMENT OF ALLERGIC 
Disorpers WITH VISTARIL IN 154 CAsEs* 


RESULT 
DISORDER 
Satisfactory | Unsatisfactory 

Allergic rhinitis 88 23 
Asthma 4 24 
Atopic eczema 4 5 
Contact dermatitis 7 2 
Urticaria 15 2 
Drug allergy 4 1 
Vesicular dermatitis of | 

hands 
TOTAL | 123 38 


*The 154 patients had a total of 181 allergic disorders. 
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in the morning and 100 mg. at bedtime. 
Children from three to eight years of age were 
given the smaller daily doses of 25 mg. and 
50 mg. Children more than eight years old 
received the adult dosage. In 10 cases in which 
vomiting occurred, 12.5 to 25 mg. of Vistaril 
was injected subcutaneously. The average 
course of therapy was 14 days, and the aver- 
age total dosage of Vistaril was 2000 mg. 

Evaluation of the effectiveness of Vistaril 
was largely subjective. The status of the pa- 
tient’s skin was checked with comparative 
KODACHROME® slides using a Coreco camera. 
Timed vital capacity measurements were made 
(total and one-half second) in the cases of 
asthma when possible. 

The patients were told what medication 
they were receiving and were instructed to 
adjust the dosage so as to take the maximal 
amount short of producing drowsiness. 


Results 


Table 1 summarizes the results of Vistaril 
therapy in the 154 cases. Several of the pa- 
tients had more than one allergic disorder. 
The combination of allergic rhinitis and asth- 
ma was common. Of the total of 181 allergic 
disorders, the response to Vistaril was satis- 
factory in 123. This is a relatively high per- 
centage of satisfactory results when one con- 
siders that many of the patients previously 
had responded poorly to various antihistaminic 


TABLE 2 


Symptoms ENCOUNTERED IN 154 Cases OF ALLERGIC 
DisoRDERS AND RESPONSE TO VISTARIL THERAPY 


RESPONSE 
SYMPTOM 
Satisfactory | Unsatisfactory 

Rhinorrhea 84 11 
Nasal blockage 76 31 
Sneezing 79 10 
Postnasal drip 43 33 
Wheezing 4 24 
Pruritus 20 6 
Urticaria (both pruritus 

and swelling) 14 2 
Insomnia 19 2 
Tension (nervousness) 77 21 
Abdominal discomfort 19 3 
Headache 3 1 
Cough 5 8 
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TABLE 3 


DuRATION OF ACTION OF VISTARIL 
1N 70 Cases OF ALLERGIC DisorDERS* 


DURATION OF ACTION NUMBER OF 
(HOURS) CASES 
lto4 1 
1 to 6 4 
6to8 13 
8 to 10 32 
10 to 12 18 
12 to 14 2 


*After it became apparent that Vistaril had a long 
duration of action, 70 reliable patients were selected 
from the total group of 154 for a determination of the 
length of the drug’s action. 


preparations and that many represented “prob- 
lem cases.” The results in allergic rhinitis were 
satisfactory, but neither asthma nor atopic 
eczema could be said to be benefited to any 
significant degree. However, Vistaril provided 
a considerable degree of relief in drug allergies 
by controlling the pruritus. 

Table 2 lists many of the wide variety of 
symptoms encountered and the response to 
Vistaril. Sneezing and rhinorrhea responded 
much better than did nasal blockage or post- 
nasal drip. Although not listed in table 2, 
acute pollenosis responded better than peren- 
nial allergic rhinitis. Vistaril was an effective 
antipruritic agent in urticaria, contact derma- 
titis and drug allergy. In most cases it was 
not effective against cough or wheezing. 

Since it is known that Vistaril has an anti- 
spasmodic effect, it is not surprising that it 
decreased abdominal discomfort in the ma- 
jority of patients presenting this complaint. 
This symptom associated with respiratory al- 
lergy is real, although little factual informa- 
tion about it is available. 
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As expected, nervousness or tension re- 
sponded fairly well to Vistaril therapy. The 
results were judged satisfactory in 77 patients 
and unsatisfactory in 21 with this symptom. 

When it became apparent that Vistaril had 
a long duration of action, 70 reliable patients 
were selected and a determination of the dura- 
tion of action of the drug was made. As shown 
in table 3, in the majority of the cases the 
duration of action was 8 to 10 hours or longer. 

Vistaril proved to be remarkably free of 
side effects, and no serious toxicity was en- 
countered. Drowsiness was noted in 25 cases, 
dizziness in four, and dryness of the mouth 
in one. 
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Self-help Devices 
Selection of Wheel Chairs: 


Accessories 


ae EDWARD W. LOWMAN AND HOWARD A. RUSK 


Institute of Physical Medicine and Rehabilitation 
and the Arthritis Self-help Device Office* 


New York University Medical Center, New York 


Accessories differ from modifications in that they can be added 
to the wheel chair after it has been delivered from the factory. 
However, the inconvenience and expense of returning the chair 
to the factory for adjustment can be avoided if the patient’s 


needs are anticipated when the original prescription is written. 


: Unless otherwise specified, all wheel chairs are fitted with 
plastic armrests. However, experience has shown that upholstered 


armrests are far more comfortable and offer better leverage and 


grasp for patients who use the arms for support in getting in or 


out of the wheel chair. 


*Supported at the Institute by the Arthritis and Rheumatism Foundation. 
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FIGURE 4. Standard chairs 
are fitted with a reinforced, 
continuous canvas upright 
back rest. However, if the 
patient is unable to maneu- 
ver the chair for transfer 
sideways and must transfer 
backward, the chair should 
be fitted with a zipper (a) 
or a button (b) closure. Full 
control of one arm is neces- 
sary to manage opening and 
closing the chair back un- 
assisted. Detachable backs 
are not adjustable to full- 
reclining or semireclining 
chairs. 
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FIGURE 1. Chairs can be purchased with a hydraulic seat 
already incorporated, but a hydraulically controlled ele- 
vating seat can be installed in standard wheel chairs that 
have detachable arms. The elevation range is between 
20 and 29 in. above the floor. 

This is an important accessory for patients with arthritis 
or muscular conditions who find it difficult or impossible 
to sit down to or stand up from a wheel chair of standard 
height. This seat should also be considered for the patient 
recently confined to a wheel chair who is returning to em- 
ployment in which the work surface is high. 


FIGURE 2. Additional seat height can also be obtained with 
foam rubber cushions, which are available in thicknesses 
ranging from 3 to 6 in., but they may be made to order 
or home-devised. Cushions also offer relief at pressure 
points. 


FIGURE 3. Some patients are at times more comfortable 
and better balanced sitting on a solid seat. If this is the 
case, a removable seat should be prescribed so that the 
wheel chair may be collapsed for transportation and 
storage. 
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FIGURE 5. Separate Ortho back rests may be indicated to correct posture 
and reduce fatigue. 


FIGURE 6. An additional headrest can be added to standard back rests 
if better support for the neck and head is needed, and should always 
be included in semireclining and full-reclining chairs. 


FIGURE 7. Patients who use crutches or canes and a wheel chair should 
have a holder on the chair for these aids. 


FIGURE 8. Arm slings are useful for suspending the arms in a comfortable position when there has been loss of power 
in these extremities; with the force of gravity reduced, the patient is able to function better. 

There are two types of slings, Standard and Rancho, the latter being more versatile because it can be used on all 
models of wheel chairs, including those with reclining backs. 


9b 


FIGURE 9 a and b. If the chair is to be used extensively on soft, sandy or rough ground, pneumatic or air-cushioned 
A tires will increase traction and absorb shock well. However, chairs with these tires are more difficult to propel than 
ik, those with standard hard-rubber tires, a point to be considered when the patient has much residual weakness in the 
upper extremities. 

The standard-sized wheel is 24 in., but can be bigger or smaller as needed. The 20 in. wheel accommodates the pa- 
tient who transfers sideways, because it does not interfere with this procedure. Extra wheel sockets should be ordered 
so that the size of the wheels may be changed if necessary without reconstructing the chair. 

The big wheels should be in the rear. This is most practical for all purposes and particularly for transfer. 
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FIGURE 10. Toe loops hold the feet on the footplate and 
are recommended if the lower extremities are spastic. 


FIGURE 1]. Heel loops are standard equipment on swing- 
ing, detachable fovtrests. They should, however, be re- 
quested on all wheel chairs. 


FIGURE 12. A tray is important for the patient who is 
confined to a wheel chair. The tray can be home-devised 
(a), or a FORMICA®-surfaced tray, with or without a 
rim, can be purchased (b). The latter is adjustable and 
fits any model wheel chair. 


FicurE 13. Manipulation of chair 
wheels may be difficult when the 
fingers are extensively damaged and 
there is loss of grip, with or without 
deformities. The application of knobs 
(a) or vertical projections (b) trans- 
fers much of the work from the fingers 
to the palms of the hands. 


Patients with restricted arm motion and those confined to a 
semireclining position may find it difficult to reach the standard- 
length brake handles. Extensions are available which clamp over 
standard brake levers for easier access. 
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RECENT TRENDS IN TREATING 
ARTERIAL HYPERTENSION 


Purine the last 10 years, medical treatment 
of hypertension has progressed considerably. 
The great variety of hypotensive agents now 
available allows specific treatment of different 
types of hypertension and provides alternative 
therapy in case of tolerance or side reactions. 

In our experience of treating a thousand 
hypertensive patients, we used almost every 
available hypotensive agent in an attempt not 
only to judge its action against hypertension 
but also to determine the selective results ob- 
tained in each type of hypertension. We clas- 
sified our patients according to the known 
types of the disease, including essential, ma- 
lignant, renal and atherosclerotic hyperten- 
sion. The patients were between 25 and 80 
years old, and duration of treatment was from 
20 days to three years. Some patients were 
hospitalized during the initial period of treat- 
ment and later were followed in the outpatient 
clinic; others were ambulatory patients. 

All patients were placed on a low-salt diet 
and were given the same drug throughout the 
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period of treatment, unless it failed to reduce 
blood pressure after 10 to 15 days or unless 
side reactions developed. In such cases we 
tried to replace the first drug with another 
of the same type before we concluded that 
the drug was not effective. In many instances, 
a combination of drugs was used, including 
Rauwolfia with hydralazine, ganglionoplegic 
agents with hydralazine, Rauwolfia with chlo- 
rothiazide, and even Rauwolfia, hydralazine 
and ganglionoplegic agents in combination. 
In patients who had chronic renal insufficiency 
with elevated blood urea nitrogen, we used 
the older drugs, such as theophylline or pa- 
paverine, unless the blood pressure reached 
dangerous levels. 

In patients in the first stage of essential 
hypertension, derivatives of R. serpentina 
alone reduced blood pressure to normal levels. 
In resistant cases, the combination of Rau- 
wolfia and hydralazine produced good re- 
sponse in 82.5 per cent of the patients. Ad- 
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vition of chlorothiazide increased this per- 
-entage, and many patients showed good 
i\erapeutic response to the combination of 
auwolfia and chlorothiazide. However, con- 
‘inuous treatment with Rauwolfia derivatives 
caused malaise, general weakness and drowsi- 
ness in many patients, which progressed to 
insomnia, difficulty in walking, and incom- 
petence. In such cases, Rauwolfia was discon- 
tinued for about a month and a Veratrum 
derivative or an ergot alkaloid was substituted. 
The same reactions also were noted in the 
use of a combination of Rauwolfia and chloro- 
thiazide or hydrochlorothiazide, which proved 
effective in hypertension combined with obesi- 
ty, congestive heart failure or the climacteric. 
Here again the alternate use of Rauwolfia, 
hydralazine, chlorothiazide and Veratrum or 
combinations of these agents provided a favor- 
able solution. 

In cases of malignant hypertension, we were 
satisfied with bringing the blood pressure 
down to a reasonable level without reaching 
normal limits. Continuous treatment with 
large doses of more active hypotensive agents, 
close medical observation, a strict salt-free 
diet, and rest are mandatory for patients with 
this type of hypertension. 

Although the ganglion-blocking agents are 
very potent, they cause side reactions which 
contraindicate their use in ambulatory pa- 
tients. Thus, we always use these agents in 
combination with reserpine or hydralazine. 
This combination permits satisfactory results 
without administration of large dosages. Our 
experience has been chiefly with pentolinium 
bitartrate given in a dosage of from 80 to 
200 mg. daily and used in combination with 
reserpine or hydralazine. 

One of the recently introduced adrenergic 
blocking agents, bretylium tosylate, is now 
being investigated in our clinic and appears 
to be promising. Since this agent does not 
produce side reactions or marked orthostatic 
hypotension, we feel that it can be given to 
ambulatory patients. We always start this drug 
in a small dosage (400 mg.), increasing it 
gradually until the optimal level of blood pres- 
sure is reached. 

Abrupt fall of blood pressure should be 
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avoided in patients who have renal pathologic 
conditions. A gradual adjustment to lower 
levels is safer, especially in the presence of 
mild uremia. In these cases, we used moderate 
dosages of hydralazine (20 to 60 mg. daily) 
in combination with Rauwolfia or ganglion- 
blocking agents. Hydralazine decreases the 
systemic blood pressure without causing is- 
chemia of the renal parenchyma. However, 
a high dosage of hydralazine causes headache, 
and long-term administration of this drug has 
produced a collagen syndrome similar to rheu- 
matoid arthritis in some patients. We always 
start administering hydralazine with a very 
low dosage to test the patient’s sensitivity. 
The dosage is gradually increased but never 
exceeds 60 mg. daily; even in giving small 
dosages, extreme care is necessary. We have 
observed three severe accidents resulting from 
administration of 10 to 20 mg. APRESOLINE®. 

In atherosclerotic hypertension character- 
ized by high systolic and low diastolic blood 
pressure, we use the new drugs only in cases 
in which the systolic blood pressure exceeds 
190 mm. of mercury. In this condition, best 
results are obtained with the Veratrum alka- 
loids used alone or in combination with chlo- 
rothiazide or ergot alkaloids. In our series, 
Rauwolfia or hydralazine alone or in combina- 
tion did not effect a good therapeutic response 
in patients with this type of hypertension. 

In general, the nature of the disease re- 
quires that treatment be lifelong and without 
extended interruptions which result in recur- 
rence or added resistance to the disease. Final- 
ly, the aim of treatment must be normalization 
of the blood pressure. The longer blood pres- 
sure is normal, the better the results of treat- 
ment with respect to the patient’s longevity 
and resistance to complications. 

ANTONY CODOUNIS AND 


GEORGE SPANOLIOS 
Third Medical Clinic, 
Red Cross Hospital, 
Athens, Greece 


“MEDICAL CAREERS” 


A spect kit has been prepared by the com- 
munications division of the American Medical 
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Association in conjunction with the Associa- 
tion of American Medical Colleges to interest 
high school, college and other students in a 
medical career. The kit, called ““Medical Ca- 
reers,” has already been sent to all medical 
school deans, state vocational guidance direc- 
tors, members of various associations con- 
cerned with counseling and guidance, and 
state and county medical societies and their 
executive secretaries and officers. By this and 
further distribution the agencies concerned 
hope to enlist the interest of many more ca- 
pable students in a medical career. 

The kit includes a handbook on medicine 
as a career, a pamphlet entitled “The oppor- 
tunities and rewards of medicine,” a 15 min- 
ute address called “The exciting field of medi- 
cine,” a brochure on the motion picture “I 
Am a Doctor,” and a prospectus of an exhibit 
called “Medicine, the most demanding, re- 
warding profession.” Forms are also available 
for ordering in quantities any of these items. 
All the material is in the best tradition of 
modern promotional items, and many physi- 
cians would do well to aid the progress of this 
movement by providing high school students 
who are interested in medicine or whom the 
doctor thinks to be interested in medicine with 
the various pamphlets. The material may be 
secured by writing to the Association of Amer- 
ican Medical Colleges, 2530 Ridge Avenue, 
Evanston, Illinois, or to the American Medical 
Association, 535 North Dearborn Street, 


, Chicago 10. 
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THE PENICILLIN AGAINST 
STAPHYLOCOCCI 


In the British Medical Journal for September 
3, 1960, appear seven papers on the develop- 
ment and use of a new penicillin which is 
totally resistant to staphylococcal penicillinase. 
In Great Britain the product is known as Cel- 
benin and in the United States as Staphcillin. 

A Staphylococcus resistant to this penicillin 
has not yet been found. Substantial concen- 
trations must be maintained in the blood to 
secure effective results. Among side effects 
thus far reported are occasional pain and 
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tenderness at the site of injection. Other signs 
of toxicity have not been observed. In one 
British hospital the investigators found that 
the Staph. pyogenes var. aureus usually dis- 
appeared from the lesion within a few days 
but persisted in the nose if it was already 
present. For this infection local treatment with 
such antibiotics as neomycin or chlorhexidine 
is recommended. In Guy’s Hospital 13 cases 
of staphylococcal infection resistant to ordi- 
nary penicillin or other antibiotics were 
studied. The new penicillin was successful in 
eradicating the staphylococci in every case. 
Laboratory investigations revealed that the 
product had less activity than penicillin G 
against streptococci and Gram-negative 
species. 

This new penicillin is another indication of 
the continued progress of modern medical 
science. A basic discovery, such as that of 
penicillin itself, lays the foundation on which 
future progress may be built. 

The reports on the new penicillin are also 
discussed in Medicine From Abroad (Eng- 
land), page A-114 in this issue. 
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ZONULOLYSIS IN CATARACT SURGERY 


Ivy May 1958 Dr. J. Barraquer presented to 
the French Ophthalmological Society a tech- 
nic called enzymatic zonulolysis used in the 
surgical extraction of cataracts. Attention was 
called almost immediately to this method in 
a letter from Spain published in Postcrap- 
uATE MepicineE.' In this technic an enzyme, 
a-chymotrypsin, is introduced into the aqueous 
chamber of the eye where it dissolves the 
cement substance of the zonular fibers that 
hold the crystalline lens in place. The lens 
may then be removed with less hazard of loss 
of vitreous. 

In the American Medical Association’s 
Archives of Ophthalmology, Dr. Patrick J. 
Kennedy and co-workers* of Pennsylvania re- 
ported on 432 cases treated with this method 
over a period of 15 months. Three prepara- 
tions of a-chymotrypsin were used including 
ALPHA CHYMAR® (Armour Pharmaceutical 
Company ), Quimotrase (PEVYA, Barcelona), 
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aad Zolyse (Alcon Laboratories, Inc.). The 
investigators were not aware of any real dif- 
i-rence in the action of the products. 

The patients included 169 men and 263 
women between 32 and 89 years of age. 
‘Thirty-three patients had diabetes and 78 had 
arteriosclerosis with hypertension. General 
anesthesia was used in only three of the cases. 
The work was done in four hospitals by 10 
different surgeons. 

During the early stages of this study, 2 to 
4 cc. a-chymotrypsin was used; with experi- 
ence, the investigators found that 0.5 cc. was 
ample. However, no harmful effects will result 
from the use of larger amounts, since the ex- 
cess will spill out of the incision. 

In their report, the ophthalmologists of 
Pennsylvania characterized this innovation as 
probably the greatest advance in cataract sur- 
gery since the advent of the intracapsular ex- 
traction and the generous use of sutures in 
closing the corneoscleral incision. Although 
a-chymotrypsin has proved to be a valuable 
aid, the surgeons say that its use does not 
minimize the knowledge, skill and manual 
dexterity which are still necessary for good 
surgery and which can be obtained only 


through study, training and experience. 
MORRIS FISHBEIN 
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THE POPULATION EXPLOSION 


Berween 1940 and 1960 the population of 
the United States increased by about 48 mil- 
lion. Should this trend continue, the United 
States will have a population of about 260 
million by 1980, and around 400 million by 
the year 2000. 

Dr. Philip M. Hauser,’ department of soci- 
ology, University of Chicago, who is a recog- 
nized authority on population growth, esti- 
mates that the same rate of growth continued 
for about 800 years would produce one person 
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for every square foot of land surface in the 
United States. The explosive growth in popu- 
lation has been accompanied by increased 
concentration of people in the cities and a con- 
siderable redistribution of our population. 
With the redistribution have come social and 
cultural changes which, in turn, have resulted 
in a multiplication of the frictions and ten- 
sions of daily living. Among the new and 
intensified problems recognized are disorgan- 
ization of families, delinquency, alcoholism, 
drug addiction, unemployment and _ political 
corruption. 

In all the large cities of the United States 
at this time the problems of obsolete areas 
and the necessity for conserving aging build- 
ings and public plants are clearly apparent. 
Even more apparent is the traffic problem. 
Automobiles now strangle city streets with 
congestion, and parking space pre-empts great 
areas which, in the past, would have been used 
for recreation. 

The postwar boom in babies has flooded 
the elementary schools of the country and has 
thrown a tremendous burden on school au- 
thorities. In the usual number of years this 
mass will inundate the high school and college 
facilities of the country. The overwhelming 
numbers coming into the schools naturally 
tend to deteriorate the quality of education. 
The experts estimate an increase of 44 per 
cent in juvenile delinquency by reason of the 
increase in the size of this age group alone. 

Dr. Hauser has noted particularly the re- 
distribution of population resulting from its 
great increase. He says, “A major element of 
the population redistribution, and the prob- 
lems caused thereby, is the great migration 
of Negroes from the south to the urban and 
metropolitan north and west. The Negro, as 
a result of the increased tempo of his migra- 
tory flow, and the even more dramatic increase 
in his natural increase, is experiencing a pop- 
ulation explosion of much greater magnitude 
than that of the white population.” The in- 
crease in the Negro population between 1940 
and 1958 has been 80 per cent, compared with 
a 70 per cent increase in the white population. 
Without any changes in this trend, the result 
would be 50 million nonwhites by the year 
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2000, which would constitute about 14 per 
cent of the total population. 

Many arguments are advanced as to why 
population increase should be welcomed rather 
than deprecated. The chief argument is that 
we must outbreed our potential enemies as a 
security measure. This task, Dr. Hauser notes, 
is one of great magnitude. China and the 
Union of Soviet Socialist Republics would 
have a population of over two billion by the 
year 2000. The population of the United 
States alone would reach approximately 400 
million by 2000, which is the same as that 
of the Union of Soviet Socialist Republics; 
all of Europe together would have, by the 
same projection, less than 600 million per- 
sons. The answer to this argument is the fact 
that there is no necessary correlation, in this 
period of hydrogen bombs and space rockets, 
between the size of a population and its mili- 
tary power. The only answer which most au- 
thorities see to the problem of population ex- 
plosion is decrease in the birth rate. This 
demands a tremendous program of medical 
research and public education far beyond any- 
thing that anyone contemplates. 

MORRIS FISHBEIN 
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TUBERCULOSIS UNDEFEATED 


Iv the Mare Daniel Lecture for 1960 of the 
Royal College of Physicians of London, Dr. 
John Crofton,’ University of Edinburgh, said, 
“T believe that we now have the weapons to 
defeat tuberculosis finally and completely, but 
that we could be using these weapons more 
extensively, more intensively, and more intel- 
ligently than at present.” 

The World Health Organization calculates 
that about 12 to 25 million cases of infectious 
tuberculosis exist throughout the world. In 
India alone there are about six million active 
cases, making this one of the largest areas 
of infection in the world. 


Every physician recognizes the importance 
of the standards of economy, nutrition and 
housing in relation to the presence of tuber- 
culosis. However, our knowledge of chemo- 
therapy, which is growing, and our utilization 
of hygienic and preventive measures are such 
that specific medical steps might well be taken 
to control the disease even in the absence of 
improvement of standards of living. Dr. Crof- 
ton suggests that unsuspected sources of in- 
fection can be made less dangerous by 
reducing overcrowding and by improving ven- 
tilation at home, at work, in places of enter- 
tainment, and in public transportation vehicles. 
He particularly condemns the British attitude 
toward ventilation. “In our passion for keep- 
ing our houses chilly,” he said, “we open the 
windows and let in some of the coldest and 
most polluted air in the world.” 

Evidence exists that the use of BCG makes 
a child six times more susceptible to tuber- 
culosis during adolescence. In countries such 
as the United States this is not a problem, 
because great reduction in the incidence of 
tuberculosis has been accomplished without 
the use of BCG. In some countries there are 
conspicuous failures in its effectiveness. The 
use of miniature radiography in many of our 
states proved to be of tremendous value in the 
prevention of tuberculosis through the recog- 
nition and control of infected people. 

Chemotherapy is now recognized as most 
effective in securing the arrest of virtually all 
newly diagnosed cases of the disease. Failures 
in therapy are frequently due to the use of 
wrong combinations of the existing drugs or 
to incompetent use of some of them. In Edin- 
burgh, dramatic improvement has been se- 
cured in lowering both the mortality and 
morbidity of tuberculosis. The results have 
been accomplished primarily by efficient lead- 
ership, good teamwork and scrupulous chemo- 
therapy. 


MORRIS FISHBEIN 


REFERENCE 


1. Crorton, J.: Tuberculosis undefeated. Brit. M. J. 
2:679-687 (September 3) 1960. 


POSTGRADUATE MEDICINE 


a 

4 

572 


actively against 
calculated mediocrity 


Our customers know and rely on the fact that 
Kodak medical x-ray films are top quality— 
dependable day after day. 


We don’t believe in risky short cuts. 


Our carefully calculated plans and efforts are 
directed toward BETTER radiography .. . 


Order from your 
Kodak x-ray dealer 


Medical Division 


EASTMAN KODAK COMPANY, Rochester 4, N. Y. 
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©@ PORTABLE X-RAY 
(Model 20) 


DESCRIPTION: Constructed with the main trans- 
former and the heating transformer immersed in 
oil in a lead-lined case, this unit has an output of 
63 kv to 15 ma at five seconds. It operates on a 
single phase, 60 cycle, 110 to 125 V current. 
The focal area is 0.8 by 0.8 mm. The complete 
unit weighs 33 lb. and is carried in two bags. 
PRODUCER: Serend, Inc., Dixon, IIl. 


© DAYTEENS® FILMTAB® 


PuRPOSE: Nutritional supplement for teen-agers. 
COMPOSITION: Each Filmtab contains nine vita- 
mins and seven minerals. 

DOSAGE AND ADMINISTRATION: 1 Filmtab daily. 
HOW SUPPLIED: Bottles of 100 and 250. 
propucer: Apbott Laboratories, North Chicago. 


Jor your 
armamentarium 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


® HYCOMINE® COMPOUND 


PURPOSE: Antitussive, antihistaminic, deconges- 
tive and analgesic therapy. 
COMPOSITION: Each tablet contains: 
HYCODAN® (5 mg. dihydrocodeinone 
bitartrate and 1.5 mg. homatropine 


methylbromide) .......... . 6.5 mg. 
Chlorpheniramine maleate .. . . 2mg. 
Phenylephrine hydrochloride . . 10mg. 
N-acetyl-p-aminophenol ....... .250 mg. 


CAUTION: This drug may be habit-forming. 
DOSAGE AND ADMINISTRATION: For adults, 1 tab- 
let four times a day; for children 6 to 12 years 
old, 1% tablet four times a day; for children two 
to six years old, 14 tablet twice a day. 

HOW SUPPLIED: Bottles of 100, 500 and 1000. 
PRODUCER: Endo Laboratories, Richmond Hill, 


© VAGA-SPRAY 


DESCRIPTION: Designed to replace the vaginal 
douche, this nontoxic, nonirritating aerosol vagi- 
nal cleanser is composed of the surfacé-acting 
ingredients cetyltrimethylammonium bromide 
and ethoxylated lanolin alcohols. The solution 
is released from a 15% in. nozzle of a plastic- 
coated glass bottle as a soft foam, and can be 
applied in two seconds. 

PRODUCER: Menlo Park Laboratories, Inc., Edi- 
son, N. J. 

(Continued on page A-134) 
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not drugged 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problemi. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


300 


brand of methyprylon 300-mg capsules 
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© COMPANION pH METER 
(Model 31) 


DESCRIPTION: Providing maximal simplicity of 
operation and precision within 0.05 pH, this in- 
strument has three controls and a mirror-backed 
scale 61/4 in. wide with ranges of 0 to 14 pH and 
0 to 1400 mv. Fully stabilized against the effects 
of varying supply voltage, the instrument is line- 
operated (95 to 125 V, 50/60 cycles). Accessories 
are available for adapting the meter to the Karl 
Fischer titrations, for providing automatic tem- 
perature compensation, and for utilizing elec- 
trodes of other makes. 

PRODUCER: Coleman Instruments, Inc., Maywood, 


Til. 


® DISPOSABLE PRODUCTS 


DESCRIPTION: Flush-away urinal cover: Made of 
white tissue paper, this cover has an imprinted 
area for recording the patient’s name, room num- 
ber, etc. 

Half sheet: This sheet is made of three-ply facial 
tissue and measures 40 by 48 in. 

Window draperies: Made from fire-retardant, 
nonwoven, bonded rayon fabric, these 72 by 90 
in. draperies come in various colors and patterns 
and are ready to hang. 

Rayon fabric: Supplied in rolls 40 in. wide by 
500 yd. long, this white, flame-retardant, non- 
woven fabric is suitable for aprons, sheets, etc. 
Nursery scale lining combination: Complete pro- 
tection of the nursery scale is provided by a 
three-ply absorbent pad of white paper measuring 
131% by 19 in., which is placed under the baby, 
and a sheet of urine-repellent white paper, which 
is placed on the scale under the first pad. The 
urine-repellent paper is available in three sizes: 
26 by 31 in., 22 by 26 in., and 1514 by 211% in. 
PRODUCER: Busse Hospital Products, New York. 
The nursery scale lining combination is produced 
by Busse Hospital Disposables, Inc., New York. 
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TRANCOPRIN 


PURPOSE: To provide analgesic and tranquilizing 
action. 

COMPOSITION: Aspirin and TRANCOPAL®. 

HOW SUPPLIED: Bottles of 100 and 1000 tablets. 
PRODUCER: Winthrop Laboratories, New York. 


© DELUTEVAL 2X 


PURPOSE: Hormone therapy. 

COMPOSITION: Each cubic centimeter contains 
250 mg. hydroxyprogesterone caproate and 5 mg. 
estradiol valerate. 

INDICATIONS FOR USE: Endometriosis, disturb- 
ances in the menstrual cycle, and certain prob- 
lems of infertility. 

HOW SUPPLIED: 5 cc. vials. 

PRODUCER: E. R. Squibb & Sons, Division of Olin 
Mathieson Chemical Corporation, New York. 


© CENTRAL MINUTE REGISTER STOPWATCH 


DESCRIPTION: Completely redesigned, this stop- 
watch features a minute register which encircles 
the central shaft and measures 60 rather than 30 
minutes of elapsed time (top). The 0.1 second 
timers are shown in the conventional style (lower 
left) and in the new design (lower right). Im- 
provements include a larger dial and larger let- 
tering, a dull black finish and bezel ring to pre- 
vent light reflection, a flat back, jeweled Incabloc 
shock absorbers, unbreakable nonglare crystals, 
and fully jeweled escapement levers. 
PRODUCER: Heuer Timer Corporation, New York. 
(Continued on page A-136) 
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Metamine® Sustained* helps 
you dilate the coronaries 


McGill University demonstrated that METAMINE METAMINE, METAMINE WITH BUTABARBITAL, 


better coronary vasodilator action than nitroglycerin = §ygraineD WITH RESERPINE. 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.? Virtually free from harmacodyn. et therap., 83:367, 1946. 3. Fuller, H 
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1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. 1-4 ee - 
. L., an 
nitrate side effects (nausea, headache, hypotension), assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes. Leeming g Ce Sue. New York 17, N. Y. *Patent applied for 


METAMINE SUSTAINED (triethanolamine trinitrate METAMINE SUSTAINED protects many patients re- 
biphosphate, 10 mg., in a unique sustained-release fractory to other cardiac nitrates,3 and, given b.i.d., is 
tablet) is a potent and exceptionally well tolerated - ideal medication for the patient with coronary in- 
coronary vasodilator. Pharmacological studies at sufficiency. Bottles of 50 and 500 tablets. 


Also: 
META- 


“exerts a more prolonged and as good, if not slightly = ing wiTH BUTABARBITAL SUSTAINED, METAMINE 
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© X-RAY IMAGE INTENSIFIER TUBE 
(Model ML-9421) 


DESCRIPTION: In addition to increasing the bright- 
ness of a fluoroscopic screen by 3000 times, this 
intensifier tube, used with the Dynamax “50” 
x-ray tube, permits filming of x-ray movies of the 
heart and other body processes with less than 
one-fourth the previously required exposure. The 
tube has a 9 in. input screen and delivers the 
picture on a screen 1 in. in diameter. Primary 
coating is a zinc-sulfide silver activated phosphor, 
which produces the initial light image. The pho- 
toemissive layer accepts this light energy and 
converts it into electrons, which are focused on 
the fluorescent output screen. 

PRODUCER: Machlett Laboratories, Springdale, 
Conn., a subsidiary of Raytheon Company, Wal- 
tham, Mass. 


© SYRUP TWISTUSSIN® 


PURPOSE: Antihistaminic therapy. 
COMPOSITION: Each 5 cc. of fruit-flavored, non- 
alcoholic syrup contains: 


TWIsTON® Rotoxamine .......... 2 mg. 
Phenylephrine hydrochloride ..... 5 mg. 
Glyceryl guaiacolate ............ 100 mg. 
Dihydrocodeinone bitartrate .__. . 1.67 mg. 


DOSAGE AND ADMINISTRATION: The following doses 
are to be administered every four hours up to four 
times a day. For adults, 1 to 2 teaspoonfuls; for 
children four years old or less, 14 to 1 teaspoon- 
ful; for children more than four years old, 1 
teaspoonful. 

HOW SUPPLIED: 16 fl. oz. bottles. 

PRODUCER: McNeil Laboratories, Philadelphia. 


A-136 


New for Your Armamentarium 


® MICROSLIDE MAILING PACKAGE 


DESCRIPTION: Made of SUPER DYLAN® polyethyl- 
ene, this container is a complete packaging unit 
for mailing microslides. Slides are inserted into 
grooves molded within the plastic cylinder; the 
heavily threaded screw cap is tightened and a 
pressure-sensitive mailing sticker is attached. The 
container weighs 1 oz., measures 11% by 414 in., 
and will hold from one to four slides or two 
double slides. Containers are available in pack- 
ages of 100, and they may be sterilized and 
re-used. 

PRODUCER: Monrovia Plastics Company, Inc., 
Monrovia, Calif. 


© RIMSEAL STERILE DISPOSABLE PLATED MEDIA 


DESCRIPTION: For simplifying routine microbi- 
ologic procedures, this sterile disposable pre- 
pared Petri dish has a resealing cover which 
eliminates the need for sealers and keeps the con- 
tents moist and ready for inoculation for extend- 
ed periods. Plates can be opened and closed re- 
peatedly for examination of cultures, and each 
plate cover has a media label and a frosted area 
for written identification. Rimseal plates are sup- 
plied in cartons of 10 and 20, and a wide range 
of culture media is available. 

PRODUCER: Baltimore Biological Laboratory, Inc., 
Baltimore, a division of Becton, Dickinson and 
Company, Rutherford, N. J. 

(Continued on page A-138) 
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allergy-free 
for 
months 


with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 
|Anergex—a specially prepared botanical extract—is Reports on over 3,000 patients have shown that 
nonspecific in action ; it suppresses allergic manifesta- over 70% derived marked benefit or complete relief 
ions regardless of the offending allergens. It is not a following a single short course of Anergex injections. 
istamine antagonist, nor does it merely minimize Effective in seasonal and nonseasonal rhinitis 
effects of a single allergen. (pollens, dust, dander, molds, foods); allergic asthma; 
gex eliminates skin testing, long drawn-out de- asthmatic bronchitis and eczema in children; food 
itization procedures, and special diets. It has been sensitivities. 
ective even in patients who failed to respond to Available: Vials containing 8 ml.—one average treatment course. 
therapeutic measures. WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


= 


| 
\ | 
| | 
= 
* | 
| 
| 
| 
| 
| 
| 
| | 
| 
| 
| 
| 
| 
: REA bay FFE 


New for Your Armamentarium 


© GREASELESS VACUUM JOINT 


DESCRIPTION: Developed for laboratory use, this 
greaseless, PYREX® glass O ring joint can be used 
in high-temperature atmospheric and vacuum 
distillations and infrared and mass spectrometer 
analyses. The unit consists of two glass arms with 
spherical ends, each with a precision groove for 
holding a standard-sized O ring of corrosion- 
resistant rubber. The leakproof seal is made by 
clamping the ends together with standard com- 
mercial clamps. Easily assembled and dismantled, 
the joint is available in four sizes, with arm in- 
side diameters of 7, 16, 20 and 40 mm. Single 
arms and additional O rings are available. 

pRoDUCER: Corning Glass Works, Corning, N. Y. 


© CAMOPRIM® 


PURPOSE: Antimalarial therapy. 

COMPOSITION: Each tablet contains 150 mg. 
amodiaquin (CAMOQuUIN® hydrochloride) and 
primaquine diphosphate equivalent to 15 mg. 
primaquine base; each INFATAB® contains 75 
mg. amodiaquin and primaquine diphosphate 
equivalent to 15 mg. primaquine base. 
CAUTION: Methemoglobinemia and leukopenia 
have occurred following daily administration of 
primaquine for prolonged periods, but have not 
been reported following intermittent weekly dos- 
ages. Persons sensitive to primaquine have an 
increased rate of red cell hemolysis following 
administration of Camoprim; this condition is 
self-limiting, as only cells older than 60 days 
are affected. Hemolysis is most pronounced fol- 
lowing continuous daily administration. In the 
Negro the hazard of hemolytic anemia can be 
reduced by giving primaquine in weekly doses. 
DOSAGE AND ADMINISTRATION: Dosage is regu- 
lated according to severity of infection, weight of 
patient, and primary objective of therapy. 

HOW SUPPLIED: Bottles of 100. 

PRODUCER: Parke, Davis & Company, Detroit. 
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© UREAPHIL® 


PURPOSE: Diuretic therapy. 

COMPOSITION: Lyophilized powder form of urea 
for reconstitution with dextrose or invert sugar 
solutions. 

CAUTION: This drug should be used with con- 
siderable caution in the presence of liver or 
kidney disease. If administration is prolonged, 
patient’s electrolyte balance should be watched 
and any depleted essential ions replaced. 

DOSAGE AND ADMINISTRATION: Daily dosage for 
adults should not exceed 120 gm.; for children, 
dosage should be adjusted according to body 
weight. Ureaphil is administered intravenously 
by the drip technic at a rate not in excess of 60 
drops per minute. 

HOW SUPPLIED: 40 gm. Ureaphil in 250 ml. 
ABBO-LITER® bottles. 

proDUCER: Abbott Laboratories, North Chicago. 


® NCG INCUBATOR 


DESCRIPTION: Providing complete infant isola- 
tion, this incubator has a heating unit which is 
thermostatically controlled to + 0.5° F. Temper- 
ature cannot exceed 103° F. Precisely controlled 
humidity may be maintained up to 93 per cent 
without danger of condensation dropping into 
the infant compartment. Shutters in the trans- 
parent hood permit two people access to the in- 
fant. The cabinet base of the incubator is of 
rustproof steel. 

PRODUCER: American Sterilizer Company, Erie, 
Pa. Distributed by National Cylinder Gas Divi- 
sion of Chemetron Corporation, Chicago. 

(Continued on page A-140) 
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| Hematocrit reading quickly returns | Each PRONEMIA capsule contains: 


Vitamin Biz with AUTRINIC® 
to, and remains normal in, common anemias with PRONEMIA. 


Provides ferrous fumarate, an improved iron, well tolerated, 2 U.S.P. Oral Units 

highly efficient, readily absorbed. Easily maintained, one- i (Elemental iron, 115 mg.) a 

capsule daily regimen. All known blood-building factors, in- Folic acid...) me, 


cluding vitamin By enhanced by AUTRINIC® Intrinsic Factor Available on your prescription only. 
Concentrate. 


Hematinic Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 


November 1960 


| 
it 
| 
| 
| 
| 
| 
| 
te 
2 
| 
| 
| 
a 
‘ 
| 
A-139 


New for Your Armamentarium 


© “IOWA TRUMPET” 
PUDENDAL NEEDLE GUIDE 


DESCRIPTION: Used as a guide for accurate posi- 
tioning of the needle in pudendal nerve block, 
this stainless-steel instrument has a small-caliber 
tube with a ball point at one end to prevent in- 
jury to the vaginal mucosa and to aid in placing 
the guide below the ischial spines. A funnel at 
the other end of the guide facilitates introduction 
of the needle into the small-caliber tube, and the 
ring for the operator’s thumb permits one hand 
to control the guide while the other hand is free 
to use a 10 cc. Luer-Lok syringe. 

PRODUCER: Iowa Medical Supply Company, Fort 
Dodge, Ia. 


© ES-A-CORT® 


PURPOSE: To relieve pruritus vulvae. 
COMPOSITION: 100,000 U.s.P. units vitamin A, 
56,000 I.U. estrone, and 14 per cent micronized 
hydrocortisone alcohol per ounce. 

INDICATIONS FOR USE: Senile vulvovaginitis, post- 
menopausal vaginitis, kraurosis of vulva, and re- 
lated conditions. 

DOSAGE AND ADMINISTRATION: Apply sparingly to 
affected area twice daily. 

HOW SUPPLIED: Es-A-Cort Lotion in 14 and 2 
fl. oz. bottles; Es-A-Cort Creme in 14 oz. tubes. 
PRODUCER: Dome Chemicals Inc., New York. 


© TRIB VAGINAL SUPPOSITORIES 


PURPOSE: To treat vaginal and cervical infections. 
COMPOSITION: 0.1 per cent TRIBURON® (triclo- 
bisonium chloride). 

CAUTION: Therapy should be discontinued if 
sensitization occurs. 

DOSAGE AND ADMINISTRATION: One suppository 
inserted morning and night. 

HOW SUPPLIED: Boxes of 24. 

PRODUCER: Roche Laboratories, Division of Hoff- 
mann-La Roche Inc., Nutley, N. J. 
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© ELIXIR DECADRON® 
(New Product Form) 


PURPOSE: Adrenocortical hormone therapy. 
COMPOSITION: Each 5 cc. solution contains 0.5 
mg. dexamethasone. 

CAUTION: Precautions are same as those for 
Decadron. 

DOSAGE AND ADMINISTRATION: According to the 
severity of the disease and the response of the 
patient. 

HOW SUPPLIED: 100 cc. bottles, with calibrated 
dropper. 

PRODUCER: Merck Sharp & Dohme, Division of 
Merck & Co., Inc., West Point, Pa. 


© TRILOK® BED PAD 


DESCRIPTION: Made of polycthylene and poly- 
propylene fibers, this washable bed pad has a 
ventilating core which provides for a constant 
flow of air and natural evaporation. The core is 
nonferrous and will not rust. A Trilok cushion 
and a pad set for wheel chairs also are available. 
PRODUCER: Seats, Inc., Reedsburg, Wis. 


LUTREXIN® 
(New Dosage Form) 


PURPOSE: Uterine relaxant. 

HOW SUPPLIED: 3000 unit tablets. 

PRODUCER: Hynson, Westcott & Dunning, Inc., 
Baltimore. 


PROLIXIN® INJECTION 
(New Product Form) 


DESCRIPTION: A phenothiazine derivative for 
treating mental disorders, Prolixin is now sup- 
plied in injection form in multiple-dose vials of 
10 ce. 

PRODUCER: E. R. Squibb & Sons, Division of Olin 
Mathieson Chemical Corporation, New York. 
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A monthly service dealing with the besie problems Medicine 
of increasing your net income and building personal r 
capital .. . in the face of today’s high tax structure : 
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If You Have $1,000 You Have An Estate - A few years ago, 
a leading bank used such statement as its theme in stressing the 
importance of making a will. The advice is still sound - and it 
bears repeating. A recent survey of young professional men (doc- 
tors, dentists, and even lawyers) revealed that many had not exe- 
cuted a will. Why is a will important? 

For one thing, there will be greater estate shrinkage where 
there is no will. Administration costs invariably run higher where 
disposition of an estate is made under state law of descent and dis- 
tribution. So a will means some savings in administration costs. 
Such savings may be even more important to the smaller estate 
than to the large. 

State laws of descent and distribution also vary considerably. 
However, not a single state provides that all of a husband's prop- 
erty goes to his wife if he dies without a will. Yet this is a widely- 
held belief. In fact, most states provide a larger share for chil- 
dren than for the wife where a husband dies without a will. Where 
there are no children, a wife may be forced to share some types 
of property (e.g., real estate) with her husband's brothers, sis- 
ters, and parents. 


A $9,500 Estate Tax Reduced To $10 - An estate planning 
provision in a husband's will would have allowed such saving. The 
value of the marital deduction in reducing estate taxes was brought 
sharply into focus by a recent case involving an estate of $120, 700. 

A husband can leave property to his wife outright or in a trust 
so that it will qualify for the marital deduction. That is the deduc- 
tion which can cut a taxable estate up to 50%. However, when prop- 
erty is left in a marital deduction trust, the wife must have unlim- 
ited right either to invade during her life or to dispose of trust prop- 
erty on her death. Otherwise, the trust will not qualify for the 
marital deduction. 

In determining whether a wife's right over trust property is 
limited or unlimited, state law must be considered. Interpreting 
a husband's will under Rhode Island law, a court recently held that 
the widow's right to dispose of estate assets was limited. Asa 
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result, the husband's estate did not benefit from the marital de- 
duction for property willed to the wife. 

If 50% of the $120, 700 estate had qualified for the marital 
deduction, taxable estate would have been reduced to $60, 350. 
After deducting the $60,000 estate-tax exemption, only $350 
would have been subject to tax. That amount would have been 
taxed at the lowest estate tax rate - 3%. The result would have 
been a tax of slightly more than $10. However, the estate didn't 
benefit from any marital deduction. After deducting the $60, 000 
estate-tax exemption, $60, 700 was subject to estate tax. That 
resulted in an estate tax of almost $9, 500. 


In Preparing Your Tax Return - take the time to prepare 
it carefully and accurately. An omission of an income item due 
to carelessness could mean even more trouble in the future than 
it might have in the past. The Internal Revenue Service finds it 
difficult to distinguish between the careless taxpayer who over- 
looks some of his income and the deliberate tax evader. Itis 
cracking down on tax evasion with increasing severity, including 
criminal prosecutions, 

The effort to get taxpayers to report all dividend and inter- 
est income they receive is a pertinent example. This campaign 
to punish those who fail to report in full dividends and interest 
got underway last spring. By fall, legal proceedings had been 
started against more than 300 taxpayers. Thirty-one convictions 
which include fines in all cases and imprisonment in a few instan- 
ces have been secured so far. 

State tax authorities also are conducting more vigorous en- 
forcement drives. Increasingly, criminal prosecutions in addi- 
tion to civil proceedings are being instituted against taxpayers 
who fail to report all of their income. The tax enforcement drive 
in one state has resulted in more than 150 convictions for income 
tax violations over a two year period. 
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Hurricane Donna Ended The Summer - by destroying mil- 


lions of dollars worth of property along the eastern coast. Many 
home owners whose property was damaged or destroyed suffered 
a further shock when they learned their insurance policy did not 
cover their losses. What protection does the typical policy fur- 
nish the home owner against casualty of wind, flood, etc? 


Under the extended coverage provision of the typical fire 
insurance policy, the policyholder has protection against wind 
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damage. However, protection does not extend to safeguard against 
flood or ''wave wash" damage. Thus, an owner would be protected 
if his residence was damaged when the wind blew off part of his 
roof, But he would not be able to collect if property damage was 
caused solely by wind-driven waves or floods. 

Nor can the home owner collect for damage done to trees 
or shrubbery unless such coverage is specifically mentioned in 
his policy. That usually requires an extra premium payment. 

Damage done by hurricanes and other forms of wind storms 
is not confined to residential property. A policy owner's automo- 
bile might be damaged. Generally, recovery on automobile dam- 
age because of floods can be obtained under the comprehensive 
auto policy. 

Valuable property within a residence also may be damaged. 
For instance, jewelry, furs and works of art might be damaged 
by flood. Insurance recovery for such damage would depend on 
policy held by an owner. Generally, damage done to such items 
is covered if the owner is insured under inland marine "‘all-risk" 
policy. 


When Casualty Damages Your Property - your loss can be 
deducted for tax purposes. Your deductible loss, of course, is 
reduced by any insurance recovery. Not all damage done to pro- 
perty results from casualty so as to qualify as a casualty loss. 

Damage done by a fire, storm, flood, or shipwreck is 
clearly caused by casualty. But damage to a home caused by ter- 
mites may or may not be casualty. Thus, you do not have a casu- 
alty loss if damage takes place over an extended period of time. 
The damage must be ''sudden" for it to be a casualty loss. 

Even where you have suffered a casualty loss, your tax de- 
duction may be less than the amount of your economic loss. De- 
duction can't exceed the tax cost of the property damaged or de- 
stroyed. Your home which originally cost you $20, 000 had appre- 
ciated in value over the last few years. It had a market value of 
$30,000 when it burned to the ground. You've suffered a $30, 000 
loss but your deduction is limited to $20, 000. 

Casualty loss deduction is allowed only for damage or de- 
struction to property. Asa result of faulty driving, the auto your 
wife was driving collided with another vehicle. A casualty loss 
deduction would be allowed for damage done to your car. How- 
ever, any payments made to compensate driver of other vehicle 
for damage done to his car or for personal injuries would not be 
a deductible casualty loss. Note that if the same accident happened 
to you while on a professional call, full deduction for loss and ex- 
penses would be allowed but as a professional rather than a cas- 
ualty loss. 
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For The Investor Seeking Tax Protected Return - bonds 


issued by local housing authorities which are backed by the Public 
Housing Administration have investment attraction. The interest 
on these bonds is exempt from Federal income tax. 

Yields of 3.4% from these bonds have been available recently. 
For. an investor with taxable income of $25,000, a tax-exempt re- 
turn of 3.4% equals a taxable return on investment of 6%. The 
backing of the Public Housing Administration gives the investor 
a guarantee against default on interest and principal. So these 
bonds have the investment safety of a U. S. Government security. 

If you reside in a state which has an income tax, you might 
concentrate on those issued by local housing authorities in your 
state or those issued by housing authorities of the District of 
Columbia, Puerto Rico or the Virgin Islands. Why? So that in- 
terest would be exempt from state as well as Federal tax. 


When You Invest In An Earnings Retention Company - you 
invest in a company which follows the practice of retaining a sub- 
stantial part of its profits, seeking to expand its business for 
greater future income. On investment in an earnings retention 
company, you seek a greater future return at the expense of a 
reduced current return. Such investment promises a tax advan- 
tage. For one thing, investment in an earnings retention company 
minimizes the double tax. To the extent that the company retains 
earnings, only a corporate tax is currently incurred. Tax at 
stockholder levelis avoided. The First National City Bank of 
New York recently illustrated the impact of double tax on earnings. 


Stockholder's Tax Bracket 
$10, 000 $50, 000 


Profits before tax $ 1,000 $ 1,000 
Corporate tax 520 520 
After-tax profit $ 480 $ 480 
Personal income tax 163 341 
Dividend after double tax $ 317 $ 139 
Double Tax $ 683 $ 861 


On $1,000 in profits, the double tax leaves a stockholder 
with $317 or $139 to reinvest in his company or in other invest- 
ment - depending upon his tax bracket. On $1,000 in profits re- 
tained by an earnings retention company, a stockholder would 
have an additional $480 invested in his company - regardless 
of his tax bracket. 


Now available at cost — $1.50 — 3-ring loose-leaf binder to hold 24 monthly Lasser reports. Made of 
blue simulated morocco grain leather; non-soil finish with embossed cushion edge. Send check with 
name and address to POSTGRADUATE MEDICINE, Essex Building, Minneapolis 3, Minnesota. 
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The most profitable piece in your mailbox... 


Have you heard about the free booklet of financial Distributed by Mutual Benefit Life, The MEDecon- 
tips specially edited for physicians? It’s designed omist keeps the doctor apprised of developments 
to help you keep more of your income, to have the that affect his income and family. It provides hints 


right number of dollars in the right places at the and tips on solving many financial problems, and 
right times, and it’s called The MEDeconomist. helps him to manage his money more profitably. Per- 
Chances are it can help solve some of your money haps you will find the answer to one of your current 
management problems! financial problems in your first issue. 

A doctor’s net income before taxes today is double Send this coupon for your free quarterly copy of 


or triple that of other college graduates. It’s even The MEDeconomist. 
50% higher, on the average, than earnings of other 
business and professional men. But the independent 
practitioner has no company pensions, old age bene- 
fits, company-paid group insurance or permanent 
Social Security. He has no unemployment or dis- 
ability compensation, or salary continuance. And 
his higher income over a shorter time also means 
higher taxes. 


MUTUAL BENEFIT LIFE 


INSURANCE COMPANY, NEWARK, NEW JERSEY \ 


The Mutual Benefit Life Insurance Company 
Agency Dept. 611 
Newark 1, New Jersey 


1 Please send me The MEDeconomist, your free quarterly 
booklet, containing financial tips for the physician. 
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CO | would also like a free copy of a handbook on the doctor’s_ | 
financial problems and the solutions to help keep more earn- 

ings and create an “immediate estate.” | 
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> THE YEAR BOOK OF CANCER 
(1959-1960 ) 


Edited by Randolph Lee Clark, Jr., M.D., Direc- 
tor and Surgeon-in-Chief, and Russell W. Cum- 
ley, Ph.D., Director of Publications, The Univer- 
sity of Texas M. D. Anderson Hospital and 
Tumor Institute, Houston. 533 pages, illustrated. 
1960, The Year Book Publishers, Inc., Chicago. 
$8.50. 


Physicians are well aware of the fiercely in- 
tensive research activity centered around the ef- 
fort to unravel the unsolved problems of cancer 
and carcinogenesis. To attempt to keep up to 
date on every significant advance by reading the 
literature, both domestic and foreign, would be 
a full-time job in itself. 

This text serves admirably to keep the physi- 
cian and the research scientist informed on re- 
cent progress in diagnostic, therapeutic and basic 
studies relating to cancer. Original articles may 
be referred to from the references given. Appro- 
priate comments are often made by the editors. 

A particularly desirable aspect of this type of 
book is that material is presented according to 
one type of disease or anatomic area. For ex- 
ample, a concise review of one year’s progress 
in the problems related to breast cancer is found 
in 18 consecutive summaries written by the au- 
thors of the original publications and accom- 
panied by constructive comments by the editors. 
The summaries contain key illustrations, tables 
and statistical material. In a similar fashion, all 
other areas are covered under regional anatomy 
or an organ system. 

Pathologic and cytologic findings. roentgen- 
ologic diagnosis and treatment, chemotherapy 
and hormone therapy, reconstruction and _ re- 
habilitation, epidemiologic factors and statistics, 


ookman 


biochemistry, biologic considerations, animal tu- 
mors, and clinical staging of cancer are covered 
in special sections. The controversy over smoking 
as a possible cause of cancer is also discussed. 

This volume accurately reflects the trend in 
the thinking of physicians and scientists study- 
ing the many problems related to cancer. The 
longer sections on chemotherapy and virology 
indicate that much effort is being expended in 
pursuing these avenues of research. Generally 
speaking, highly controversial or undocumented 
work is not discussed in this book. 

Y. S. 


> DISEASES OF THE NEWBORN 


By Alexander J. Schaffer, M.D., Associate Pro- 
fessor of Pediatrics, The Johns Hopkins Univer- 
sity School of Medicine, Baltimore. 878 pages, 
illustrated. 1960, W. B. Saunders Company, Phil- 
adelphia and London. $20.00. 


The author’s extensive personal experience is 
the core of this book. Indeed, the personal essay 
style he uses detracts somewhat from the orderly 
factual presentation expected in a reference book. 

As stated by the author, the original intent 
in writing this book was to compile an atlas of 
diseases of the newborn, and the volume is some- 
what in the nature of an expanded atlas. The 
section on disorders of the cardiovascular system 
is excellent and it alone would have been a valu- 
able monograph. The manner in which differen- 
tial diagnosis is discussed in respect to the 
presenting symptom is particularly well done. 
There also are many excellent illustrations 
throughout the volume. 

L. E. H. 
(Continued on page A-180) 
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ELINE, BROMIDE WITH PHENOBARBITAL 


propantheline bromide (7.5 mg.) Zand phenobarbital (15 mg.) Probital provides rational, convenient therapy in 
the standard for control of the standard for augmenting smooth-muscle spasm: spasm of the pylorus, small 
gastrointestinal spasm antispasmodic action. and large intestines and the sphincter of Oddi, as well 
compression-coated tablets as gastritis, biliary dyskinesia and diverticulitis, 


G. D. SEARLE & CO. Research in the Service of Medicine 
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»> THE YEAR BOOK OF 
-ENDOCRINOLOGY (1959-1960) 


Edited by Gilbert S. Gordan, M.D., Associate 
Professor of Medicine, University of California 
School of Medicine, Berkeley-San Francisco. 384 
pages with 84 illustrations. 1960, The Year Book 
Publishers, Inc., Chicago. $8.00. 


Presenting abstracts of the important endo- 
crinologic articles which were published during 
the previous year, this volume has become firm- 
ly established as an invaluable aid to those inter- 
ested in this field since it first appeared in 1950. 
The present edition is divided into sections deal- 
ing with suprasellar influences; the adenohy- 
pophysis, neurohypophysis and water metabo- 
lism; the thyroid gland; the parathyroid glands 
and calcium metabolism; carbohydrate metabo- 
lism; the adrenal medulla; the reproductive sys- 
tem, and endocrine influences on neoplastic dis- 
eases. The text is well illustrated and contains 
many helpful comments by the editor. 

R. V. R. 


FUNDAMENTALS OF 
CLINICAL HEMATOLOGY 


By Byrd S. Leavell, M.D., Professor of Internal 
Medicine, and Oscar A. Thorup, Jr., M.D., Asso- 
ciate Professor of Internal Medicine, University 
of Virginia School of Medicine, Charlottesville. 
503 pages, illustrated. 1960, W. B. Saunders Com- 
pany, Philadelphia. $10.00. 


Intended “to serve as a review and reorienta- 
tion” in hematology, this book admirably fulfills 
the purpose for which it was written. In contrast 
to Wintrobe’s textbook of hematology, it is com- 
prehensive rather than encyclopedic. 

The complex field of the chemistry and physiol- 
ogy of blood cells is thoroughly discussed, with 
brief historical comments preceding each section. 
Good reference articles are mentioned specifical- 
ly in the text, and an excellent bibliography offers 
sources of additional information on almost every 
aspect of hematology. Tables and illustrations are 
clear and well selected, and illustrative cases are 
used to emphasize both common and unusual fea- 
tures of various disease entities. There also is a 
section on laboratory procedures. 

Minor criticisms of this book include the fol- 
lowing: The chapter on the theory of coagulation 


fails to clarify a most confusing aspect of hema- 
tology, but discussion of clinical disorders of 
hemostasis is clear, detailed and specific. Two 
separate entities, Waldenstrém’s macroglobulin- 
emia and Waldenstrém’s purpura hyperglobulin- 
emia, are discussed as one condition. A good 
explanation of retinal changes associated with 
various blood dyscrasias is buried in the chapter 
on coagulation of blood. Similarly, a description 
of findings in the blood after splenectomy is in- 
cluded only in the chapter on disorders of 
hemostasis. 
C. A. S. 


& SURGICAL ANATOMY OF THE 
BRONCHOVASCULAR SEGMENTS 


By William E. Bloomer, M.D., Assistant Profes- 
sor of Surgery, Averill A. Liebow, M.D., John 
Slade Ely Professor of Pathology, and Milton R. 
Hales, M.D., Assistant Professor of Pathology, 
Yale University School of Medicine, New Haven. 
273 pages, illustrated. 1960, Charles C Thomas, 
Springfield, Illinois. $16.50. 


Meant for those interested in the details of the 
segmental and subsegmental bronchi of the lungs 
and their related vessels, this excellent book is 
brief and clearly written. However, the text is 
necessarily hard reading, for even if one is al- 
ready well versed in the fundamentals of this 
subject, almost every sentence calls for study of 
a figure or a table. 

The bulk of the book consists of figures and 
tables. The former are mostly pictures of casts 
of the bronchi and vessels in various magnifica- 
tions and schematic drawings based on the casts; 
a series on radiographic aspects concludes the 
volume. The tables present the authors’ findings 
in studying casts of 50 lungs, and compare these 
findings with those of the pioneer work of Boy- 
den, whose nomenclature and classification are 
followed. 

As an adjunct to the book there is available at 
extra cost a series of stereoscopic views of the 
casts pictured in the text. Judged on the basis 
of samples observed by this reviewer, they are of 
excellent quality and are the next best thing to 
studying actual casts; perhaps they are even 
better, since the intricacies of the actual casts 
have already been. carefully analyzed. 

W. H. H. 
(Continued on page A-182) 
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for relief that lasts — longer 


(Pre =, tertiary-butylacetate, 


Te sor is syndr 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
steroid ester 


Hydrocortisone Acetate 


Prednisolone Acetate 


HYDELTRA-T.B.A. 


(6 days—37.5 mg.) 


(8 days—20 mg.) 


DOSAGE: the usual intra-articular, intra-bursal 
or soft tissue dose ranges from 20 to 30 mg. 
depending on location and extent of pathology. 
SUPPLIED: Suspension ‘HypeLTRA’-T.B.A. 20 
mg./cc. of tertiary-butylacetate, 


in 5-cc. vial 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. Inc. 
PHILADELPHIA 5, PA. 
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& SURGICAL GASTROENTEROLOGY 
Considerations Based on 
Pathologic Physiology 


By Warner F. Bowers, M.D., Chief, Department 
of Surgery, Tripler U.S. Army Hospital, Hono- 
lulu, Hawaii. 498 pages, illustrated. 1960, Charles 
C Thomas, Springfield, Illinois. $10.50. 


The surgical aspects of most of the diseases of 
the gastrointestinal tract, from the esophagus to 
the anus, are covered in this volume; there are 
also sections on the biliary and pancreatic sys- 
tems. Some of the diseases are discussed only 
briefly, but, for the most part, the essential surgi- 
cal points are presented. 

The author tends to be hypercritical of many 
things, making sweeping statements which may 
or may not be substantiated. For example, he 
states that all ileostomy problems are a thing of 
the past with primary maturation of the stoma, 
and he takes the stand that urgent surgery in 
acute cholecystitis is unnecessary in any case. 
His strong personal conviction simplifies some 
things, but it may not solve problems for others. 

The commonly accepted surgical procedures 
for gastrointestinal surgery are presented; how- 
ever, surgical technics are only briefly described. 
The emphasis is on the indications for surgery, 
the type of surgery recommended, and the results 
to be expected. 

Whenever it is applicable, the author explains 
the treatment used on the basis of the existing 
pathologic physiology. This is particularly ap- 
plicable in the management of such diseases as 
peptic ulcer and portal hypertension or intestinal 
obstruction. All sections are illustrated with 
drawings, x-rays and photographs. 

The author points out that many operations 
devised and recommended by surgeons are em- 
ployed on the basis of personal preference and 
emotion, and that surgeons choose sides and cre- 
ate controversy, only to have the whole affair 
“die a natural death.” Vagotomy for ulcer and 
sphincter-saving operations for cancer of the 
colon are two examples discussed in this light. 

The author tends to give the commonly accept- 
ed treatment and then proceeds either to agree 
or to find innumerable faults with the method. 
One cannot criticize him for not taking a definite 
stand. In general, the discussions are quite en- 
lightening and the candid comments are quite 
refreshing. 

¥. S. 


NEOPLASMS OF BONE 
AND RELATED CONDITIONS 
Etiology, Pathogenesis, Diagnosis, 
and Treatment 


By Bradley L. Coley, M.D., Attending Surgeon 
(Emeritus), Bone Tumor Department, Memorial 
Center for Cancer and Allied Diseases, New York. 
Ed. 2. 863 pages with 649 illustrations. 1960, 
Paul B. Hoeber, Inc., Medical Book Department 
of Harper & Brothers, New York. $30.00. 


Although this second edition of Dr. Coley’s 
textbook follows the general plan of the initial 
edition, a considerable portion of it has been 
revised. The text also has been expanded, with 
particular emphasis on recent advances and re- 
evaluation of the material presented in the earlier 
edition. Several new entities are described, in- 
cluding chondromyxoid fibroma, aneurysmal 
bone cyst, juxtacortical low-grade osteosarcoma 
and malignant angioblastoma. 

The author has attempted to avoid prolonged 
discussion of the pathologic characteristics of the 
various tumors. Although many photomicro- 
graphs are included, his primary emphasis is on 
the clinical aspects, as well as treatment and 
prognosis. The discussions of treatment include 
a section devoted entirely to surgical manage- 
ment, and a completely new section has been 
added dealing with tumors involving special loca- 
tions, such as the skull, jaw, thoracic wall and 
pelvic bones. Also stressed is the role of radia- 
tion therapy in the management of bone tumors. 

Case reports and reviews of cases of the vari- 
ous entities seen at the Memorial Center for 
Cancer and Allied Diseases are included for 
greater emphasis and detail. The reproductions 
of roentgenograms are of unusual quality and 
are wisely chosen to illustrate the roentgeno- 
graphic characteristics of the tumor in question. 
Complete discussions of the prognosis in each 
given entity are included, thus allowing the au- 
thor to bring the various forms of treatment 
into better focus. 

This book is a compilation of one man’s ex- 
perience at a large center devoted to the care 
of cancer and its allied diseases. Its very size 
and detail probably would defeat the average 
reader who attempted to peruse it from cover 
to cover, but it would be a valuable reference text 
for those who see and treat bone tumors. 

E. W. J. 
(Continued on page A-184) 
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RESPONSE 
IN VAGINAL 
yes INFECTIONS 


85% success:'? Triburon Chloride—the clinically proven microbicide— provides rapid 


symptomatic relief as well as control of trichomonal, monilial and non-specific vaginitis. 
In one study,' discharge, itching and burning disappeared in 67 of 73 women after only 3 
or 4 applications; after two weeks, cultures were negative in 61 patients. Similar results 
were noted in another series of 55 women.? 


now available in two forms 


New TRIB VAGINAL SUPPOSITORIES provide the efficacy of Triburon Chloride in a 

water-soluble, self-emulsifying base that enhances dispersion and prolongs therapeutic 

effects, even in the presence of profuse discharge. TRIB VAGINAL SUPPOSITORIES 

are provided with reusable plastic applicators. 

Proven TRIBURON VAGINAL CREAM—white, nonstaining, virtually non-irritating to 

the vaginal mucosa, with no hint of medicinal odor. Disposable applicators are supplied 

Hemophilus vaginalis as well as mixed infections; after cauterization, conization 

and irradiation; for surgical and postpartum treatment. Therapy may be continued 

during pregnancy and menstruation. 

ROCHE References: 1. N. Mulla and J.J. McDonough, Ann. New Triburon’ Va inal Cream 
(2 York Acad. Sc., 82: (Art. 1), 182, 1959. 2. L. E. Savel, decisive microbicidal _— - a delicate matter 

fot an antibiotic * not a nitrofuran 


with the cream. N EW 
Indications: TRIB VAGINAL SUPPOSITORIES and TRIBURON VAGINAL & TM. 
CREAM for vulvitis and vaginitis due to Trichomonas vaginalis, Candida albicans, 

Supplied: TRIB VAGINAL SUPPOSITORIES —Boxes of 24, with reusable applica- r } 

tor. TRIBURON VAGINAL CREAM—3-ounce tubes with 18 disposable applicators. Contains Triburon Chloride 0.1% 

Consult literature for dosage requirements, available on request, before prescribing. VAGINAL SUPPOSITORIES 
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antibacterial, antimonilial, antitrichomonal effects—optimal dispersion, prolonged retention ee 


BASIC OFFICE DERMATOLOGY 


By Stuart Maddin, M.D. and Julius L. Danto, 
M.D., Medical Staff, Vancouver General Hospi- 
tal, and William D. Stewart, M.D., Clinical In- 
structor of Dermatology, University of British 
Columbia Faculty of Medicine, Vancouver. 308 
pages, illustrated. 1960, Charles C Thomas, 
Springfield, Illinois. $11.75. 


Like all texts on dermatology which have ap- 
peared in the last two years, this treatise contains 
excellent photographs and simple diagrammatic 
sketches of the location of the various common 
dermatoses. It will serve as a ready reference for 
diagnosis and effective treatment of the derma- 
toses. The section on diagnosis of regional der- 
matoses will prove helpful to the practitioner who 
may be unfamiliar with such conditions. Treat- 
ment of dermatoses in which there is a lack of 
therapeutic response has also been considered. 
Several chapters are devoted to excellent short 
descriptions of the rare dermatoses, including 
disseminated lupus erythematosus, xanthelasma, 
sarcoidosis, hemosiderosis, polycythemia and the 
carcinoid syndrome. Dermatologic allergies are 
discussed, and the section on counseling based on 
physiology includes an excellent discourse on 
face powders, hair dyes and shampoos, and prop- 
er cleansing of the skin. 


PRINCIPLES OF 
ORTHOPAEDIC SURGERY 


By Paul C. Colonna, M.D., Professor Emeritus of 
Orthopaedic Surgery, University of Pennsylvania 
Medical School, Philadelphia. 799 pages with 
500 illustrations, 10 in color. 1960, Little, Brown 
& Company, Boston and Toronto. $22.00. 


The original edition of this book, published in 
1950, was an outgrowth of the author’s teaching 
of orthopedic surgery at the University of Penn- 
sylvania Medical School. This revised edition 
provides excellent coverage of all current rami- 
fications of this subject. 

The book is conveniently arranged on the basis 
of anatomic areas. Preceding each section is a 
short résumé of applied anatomic aspects in re- 
lation to the muscles and the nerve and blood 
supply in each area; the injuries and diseases 
which affect these areas are then considered as a 
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group. The author has been careful, in discuss- 
ing the wide variety of treatments possible in a 
problem at hand, to provide a complete considera- 
tion of both the successful and the unsuccessful 
forms of treatment used in the past. 

The photomicrographs, reproductions of roent- 
genograms, photographs, charts and scales are 
of excellent quality. 


®> SURGERY OF REPAIR AS 
APPLIED TO HAND INJURIES 


By B. K. Rank, F.R.C.S., Honorary Plastic Sur- 
geon, Royal Melbourne Hospital, and A. R. 
Wakefield, F.R.C.S., Plastic Surgeon, Royal Chil- 
dren’s Hospital, Melbourne, Australia. Ed. 2. 
284 pages with 219 illustrations. 1960, The Wil- 
liams & Wilkins Company, Baltimore. $9.00. 


Devoted to the application of the principles of 
plastic surgery in repairing the damaged hand, 
this volume is the result of the authors’ 10 years 
of experience in both military medicine and 
civilian practice. 

The technical data are complete and very well 
illustrated. The first chapter is on the social sig- 
nificance of injuries to the hand. The problem 
of treating the hand is then covered in discus- 
sions relating to the proper application of the 
anatomy, organization of a surgical service in 
relation to injuries to the hand, and examination 
and appraisal of the recently injured hand. 

The initial care of tidy and untidy wounds of 
the hand is extensively discussed; this is fol- 
lowed by five chapters on the secondary treat- 
ment of injuries to the hand, a section which 
pertains primarily to disabilities caused by scars. 
secondary repair of deep structures, unsatisfac- 
tory amputation stumps, elective reamputations, 
and reconstructive procedures for mutilating in- 
juries. The last part of the book deals with the 
care of the burned hand, injuries to the hand 
peculiar to children, and prosthetic devices for 
the use of amputees. 

Perhaps the most impressive features of this 
text are the clear presentation of the problem 
and the concise and well-illustrated methods of 
therapy. No effort has been spared to illustrate 
accurately by photograph or diagram the meth- 
ods used by the authors. 

E. W. J. 
(Continued on page A-186) 
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CRASH INJURIES 


By Jacob Kulowski, M.D., Attending Orthopedic 
Surgeon, St. Joseph’s Hospital and State Hospital 
No. 2, St. Joseph, Missouri. 1,080 pages, illus- 
trated. 1960, Charles C Thomas, Springfield, 
Illinois. $32.50. 


A comprehensive review of the subject, this 
book represents a valuable reservoir of scientific 
material correlated with the engineering view- 
point. The author has made an exhaustive study 
of all aspects of the problem. There is excellent 
continuity of subject matter and a complete bibli- 
ography. Physiologic ideals are presented in a 
dramatic epilogue. 

Of particular interest to the medical profession 
is the statistical emphasis placed on the treatment 
of injuries sustained by the crash victim and on 
subsequent rehabilitation. The description of the 
care of the patient with multiple injuries is excel- 
lent and shows sound, rational thinking. 

The analysis of the kinetic forces involved is 
precise and most interesting. To my knowledge 
such a discussion has not appeared in any other 
monograph, and it is of definite practical value. 

G. J. C. 


Books received are acknowledged in this de- 
partment. As space permits, books of principal 
interest to our readers will be reviewed more ex- 
tensively. Additional listings will be found on 
pages 487 and 560 of this issue. 


Current Surgical Management II; a Book of Alterna- 
tive Viewpoints on Controversial Surgical Problems. 
Edited by John H. Mulholland, M.D., New York Univer- 
sity School of Medicine, New York, Edwin H. Ellison, 
M.D., Marquette University School of Medicine, Mil- 
waukee, and Stanley R. Friesen, M.D., University of 
Kansas Medical Center, Kansas City, with 50 contribu- 
tors. 348 pages, illustrated. 1960, W. B. Saunders Com- 
pany, Philadelphia and London. $8.00. 


Intraspinal Tumors of Childhood. American Lecture 
Series. By Robert W. Rand, M.D., Assistant Professor of 
Neurological Surgery, University of California School 
of Medicine, and Carl W. Rand, M.D., Emeritus Pro- 
fessor of Neurological Surgery, University of Southern 
California School of Medicine, Los Angeles. 560 pages, 
illustrated. 1960, Charles C Thomas, Springfield, Illinois. 
$16.50. 


Arthritis and Allied Conditions; a Textbook of Rheu- 
matology. Edited by Joseph Lee Hollander, M.D., As- 
sociate Professor of Medicine, University of Pennsylvania 
School of Medicine and Graduate School of Medicine, 
Philadelphia, with 39 contributors. Ed. 6. 1,306 pages 
with 417 illustrations. 1960, Lea & Febiger, Philadelphia. 
$20.00. 
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Psychophysiologic Approach in Medical Practice. 
By William W. Schottstaedt, M.D., Associate Professor. 
Department of Medicine, University of Oklahoma School 
of Medicine, Oklahoma City. 352 pages, illustrated. 1960, 
The Year Book Publishers, Inc., Chicago. $8.00. 


Yoga; A Scientific Evaluation. By Kovoor T. Behanan, 
Ph.D. 270 pages, illustrated. 1960, Dover Publications, 
Inc., New York. $1.65. 


Factors Controlling Erythropoiesis. American Lec- 
ture Series. By James W. Linman, M.D., Assistant Pro- 
fessor of Medicine, Northwestern University Medical 
School, Chicago, and Frank H. Bethell, M.D., Profes- 
sor of Internal Medicine and Director, The Thomas 
Henry Simpson Memorial Institute for Medical Research, 
University of Michigan, Ann Arbor. 208 pages, illus- 
trated. 1960, Charles C Thomas, Springfield, Illinois. 
$8.25. 


Leukaemia; Research and Clinical Practice. By F. 
G. J. Hayhoe, M.D., Lecturer in Medicine, University of 
Cambridge Faculty of Medicine, Cambridge, England. 
335 pages with 196 illustrations and 12 color plates. 1960, 
Little, Brown & Company, Boston. $16.00. 


A Short History of Obstetrics and Gynecology. By 
Theodore Cianfrani, M.D., Associate Professor of Ob- 
stetrics and Gynecology, University of Pennsylvania 
Graduate School of Medicine, Philadelphia. 449 pages 
with 225 illustrations. 1960, Charles C Thomas, Spring- 
field, Illinois. $12.50. 


An MMPI Handbook; a Guide to Use in Clinical 
Practice and Research. By W. Grant Dahlstrom and 
George Schlager Welsh, Departments of Psychology and 
Psychiatry, University of North Carolina, Chapel Hill. 
559 pages, illustrated. 1960, University of Minnesota 
Press, Minneapolis. $8.75. 


The Chemistry of Lipids in Health and Disease. 
American Lecture Series. By H. K. King, Ph.D., Senior 
Lecturer in Biochemistry, The University of Liverpool, 
Liverpool, England. 104 pages, illustrated. 1960, Charles 
C Thomas, Springfield, Illinois. $3.75. 


Cold injury, Ground Type. Series on history of Medi- 
cal Department, U. S. Army, in World War Il. By 
Colonel Tom F. Whayne, M.D., Professor of Preventive 
Medicine, University of Pennsylvania School of Medi- 
cine, Philadelphia, and Michael E. DeBakey, M.D., Pro- 
fessor of Surgery, Baylor University College of Medicine, 
Houston. 570 pages, illustrated. 1958, U. S. Government 
Printing Office, Washington, D. C. $6.25. 


Manual for Examination of Patients. Prepared and 
edited for the University of North Carolina School of 
Medicine and North Carolina Memorial Hospital, Chapel 
Hill, by an interdepartmental faculty committee under 
the chairmanship of Kerr L. White, M.D. 231 pages. 
1960, The Year Book Publishers, Inc., Chicago. $4.50. 


The Clinical Use of Aldosterone Antagonists. Com- 
piled and edited by Frederic C. Bartter, M.D., Chief, 
Section of Clinical Endocrinology, National Heart Insti- 
tute, National Institutes of Health, Bethesda, with 23 
contributors. 211 pages, illustrated. 1960, Charles C 
Thomas, Springfield, Illinois. $5.00. 
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for every phase cough... 
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spoonfuls; children Y2 to 1 teaspoonful. 27160 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Sept. 1—Early by automobile 
to Morris Plains to sit with the 
editorial staff of World-Wide Ab- 
stracts, including Marsden and 
Whitney, to plan features and 
ideas for the future. Here also 
came Len Scheele and William 
Lasdon, and to lunch came Elmer 
Bobst. The day passed altogether 
most profitably. In the afternoon 
to the hospitality lounge of the 
International Society for the Wel- 
fare of Cripples and met there 
many friends from around the 
world. 

In the evening to dine at the 
banquet where Howard Rusk pre- 
sided and Leo Cherne spoke of 
the great international value of 
rehabilitation. Here also Lasker 
awards were presented to Dr. 
Brand, Mary Switzer and Dr. 
Holme of Norway for their great 
contributions in rehabilitation. 
At our table were Malcolm Hecht 
and his lady of Baltimore, Con- 
gresswoman DeVries of Illinois, 
Mrs. Van Tuyl, who cares for the 
aged in New York, and other 
ladies from Sweden and India. 


Sept. 2—To breakfast came 
Joe Alexander from Zurich, 
bringing messages from his son 
Ronnie and his lady. Thereafter 
came Joel Sayre to interview re- 
garding some features for the 
New Yorker, and after that with 
Max Geffen and Bill White to 


design more features for Medical 
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World News. Still later in the 
afternoon came Malcolm Craw- 
ford to talk of his investment 
trust. In the evening with Mis- 
tress Pepys and Georgia to a re- 


ception for the new officers of the — 


International Society at the home 
of Mrs. Worms. Then late to see 
Chayefsky’s exciting play “The 
Tenth Man,” and topped the eve- 
ning at Sardi’s with Herbie and 
Grace Mayes and some conversa- 
tion with Leonard Lyons. 


Sept. 3—To Port Washington 
and met there the Ted Gotthelfs 
and Peter Warren, and on Ted 
Gotthelf’s yacht for a tour of the 
East River, the Hudson River and 
around the Statue of Liberty. 
Then dining at the Riviera Club, 
and altogether a pleasant day. 


Sept. 4—Early awake, and 
Mistress Pepys prepared a fine 
luncheon in our suite at the Wal- 
dorf, where came the Valls from 
Buenos Aires with Ottolenghi 
and his sister, Marino Zuco, Elena 
with his associates, the Tarafas 
from Cuba, and friends from the 
Philippine Islands, Ceylon and 
Bogota, making a wonderful oc- 
casion. Thereafter by the plane 
to Chicago. 


Sept. 5—To the country club 
for the usual round of golf, and 
then at home began to read “The 
Searching Mind in Medicine,” by 
William A. R. Thomson, the bril- 
liant editor of the Practitioner. 
Here are enlightened discussions 
for the public on such topics as 
cancer, memory and learning, 
hypnotism, aging, viruses, anti- 
biotics and many other mile- 
stones in the path of progress. 


Sept. 6—The day after Labor 
Day, the temperature being high, 
labored all day at the desk taking 
care of the mail, which arrived 
in bundles, and then watched 


baseball. In the evening succeed- 
ed in losing two games of “Scrab- 
ble” to Mistress Pepys. 


Sept. 7—Still a great heat on 
the city but nevertheless went 
with Morris Friedell to the golf 
course, finding it well-nigh de- 
serted, and so with the aid of a 
motor cart played 18 holes of golf 
in two hours and 20 minutes. In 
the evening to a farewell dinner 
for Dr. Akcasu, his wife and little 
Ahmid, and here also were the 
Friedells and Sam Hoffman, and 
it was a most interesting occa- 
sion. Now Dr. Akcasu returns to 
Istanbul to teach pharmacology. 


Sept. 8—Early to participate 
in the Breakfast Club program 
with Don McNeill, and the first 
question had to do with whether 
or not aging persons should ex- 
ercise. Since old Pepys believes 
greatly in this, I told him that I 
had played the previous day some 
18 holes of golf, whereupon he 
said, “In all that heat?” The an- 
swer being “Yes,” he commented. 
“Surely, you are abnormal!” So 
then to the dentist for the usual 
preventive procedures and at 
noon to sit with the board of the 
Lyric Opera, hearing of the great 
progress that has been made and 
the wonderful plans for the 
future. 


Sept. 9—At noon to sit with 
my committee on public health 
education of the Chicago Heart 
Association, where came also 
Willis Potts, Van Dellen, Louis 
DeBoer, Mrs. Friedell, Miss Cour- 
tenay, and many more. We found 
fine ways in which to extend the 
knowledge of the heart to greater 
and greater numbers of people. 

In the evening for cocktails to 
the home of David Parsons, 
where there were many young- 
sters assembled in behalf of Her- 

(Continued on page A-206) 
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rick House, a place for children 
convalescing from heart disease, 
named in honor of the great 
James B. Herrick. Thereafter to 
a concert by Leonard Bernstein, 
which was for a benefit, and this 
conductor has a way of commu- 
nicating thrills and excitement to 
all those assembled which is far 
beyond any other conductor I 
have seen or heard, the nearest 
being Stokowski. 


Sept. 10—In the afternoon to 
play at golf and in the evening 
to dine with Justin’s family, 
Laurence Marks, Peter Friedell 
and James Fishbein, who is a son 
of my brother Albert, and all 
found the occasion to be highly 
entertaining. 


Sept. 11—With Samuel Man- 
tel to see his mother, and played 
two games of gin, winning 50 
per cent of the number of games 
but losing 100 per cent of the 
total. In the evening Mrs. Philip 
Lewin gave a dinner at the North- 
moor Country Club, where were 
Samuel J. Pearlman, in whose 
honor the occasion was tendered, 
the Joselits, the Irving Steins and 
Theodore Zekman, the ophthal- 
mologist. It was a delightful din- 
ner, but all were saddened to 
know that Sam Pearlman soon 
departs to take up practice in 
Los Angeles. 


Sept. 12—At noon to the 
Quadrangle Club to sit with Al- 
vin Schiller, Colonel Mawrence 
of civilian defense, and Profes- 
sors Wilson and Moon of the 
department of Oriental studies of 
the University of Chicago. So we 
talked of Oriental studies, Russia 
and civilian defense. In the eve- 
ning to the Drake Hotel, where 
assembled a group from the In- 
ternational College of Surgeons, 
including Ed Compere, Horace 
Turner, Phil Thorek, Admiral 
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James and many others, to enter- 
tain a dozen friends from Swit- 
zerland led by Professor Nicolet 
and Taillard, who were touring 
to see the surgery of the world. 
The food was fine, the speeches 
full of fun, and the evening passed 
most pleasantly. 


Sept. 13—The morning began 
with interviews and editorials. 
Reading in the meantime “The 
View From the Fortieth Floor,” 
by Theodore H. White, which is 
a remarkable tale closely similar 
to the incidents when Collier’s 
and two other magazines disap- 
peared from the American scene. 
At night to see the White Sox 
play in their beautiful field. 


Sept. 14—To Fritzel’s, where 
came Judge Marovitz, Pat Hoy 
and many officers of the City of 
Hope to plan for the third annual 
“Salute to Medical Research.” 
Here also were Effie Alley, Bob 
Kleckner and other representa- 
tives of the press, and there was 
much enthusiasm anent the plans 
for the coming great occasion. 


Sept. 15—The White Sox 
continue to have trouble. In the 
evening came Milton Portis, 
Louis Mann, the Friedells and 
later the Pearlmans. And Portis 
at 83 has just finished a long trip 
abroad, which demonstrates how 
remarkable vitality can survive 
the aging process. 


Sept. 16—This morning came 
William Kauffman, new regional 
director for the City of Hope. 
Thereafter, came Carole Levy to 
speak of a program for the men- 
tally retarded. In the evening 
with Dr. Sam Hoffman and all 
the Friedells to London House 
and enjoyed the food while listen- 
ing to a program of jazz music 
which old Pepys did not enjoy 
at all. 


Sept. 17—For an interview 
came Nancy Hawke, who would 
be a medical writer, and in the 
afternoon played at golf quite 
successfully and at gin not nearly 
so well. In the evening with Mis- 
tress Pepys to visit her mother, 
who is nearly 93 years of age. 


Sept. 18—All the morning 
studying carefully the newest 
writings on hypertension. And in 
the afternoon to lecture at the 
Museum of Science and Industry 
on heart, hypertension and hard- 
ened arteries. Here were some 
hundreds of people, and Tom 
Jones made the introduction. 


Sept. 19—The work accumu- 
lates and a new secretary added 
to the staff makes the production 
greater. Reading now “The In- 
habitants,” by Julius Horowitz. 
who is familiar with the prob- 
lems of the welfare worker in 
New York. The inside story of 
the inhabitants of Harlem, the 
Puerto Ricans, the Mexicans and 
all those who have poured into 
a New York not ready for them 
with housing makes a desperate 
story. 


Sept. 20—At noon to the Chi- 
cago Rotary Club, where was a 
public program on the “Health 
of Chicago” moderated by John 
Egdorf. The participants includ- 
ed the new health commissioner 
Samuel Andleman; George Lull. 
who is director of the Illinois 
aid program; Percy Hopkins, a 
trustee of the American Medical 
Association; and Edward Holm- 
blad, who is also concerned with 
aid. They told of Chicago’s prog- 
ress, and Andleman said it is the 
most healthful large city in the 
world. He could at least have 
said “perhaps.” Thereafter at my 
stint, and the evening saw two 
victories in “Scrabble.” 

(Continued on page A-208) 
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Sept. 21—To the Standard 
Club for luncheon with Robin- 
son, Rabbi Elefant and his lady, 
and Richard Meade of the Chi- 
cago Daily News. We discussed 
the new project to translate 
Maimonides into modern English 
and Hebrew, and there was great 
interest so that Max Schrayer 
and Nathan Schwartz promptly 
agreed to support this project. 
In the evening to Sinai Temple 
for the usual services inaugu- 
rating the Jewish New Year. 


Sept. 22—This morning came 
Mr. Mann, Tracy Hare and Bas- 
kin to discuss a new project in 
Miami Beach with great interest. 
Then in the evening to the Royal 
Danish Ballet for the benefit of 
the International Hospitality 
Center of Chicago. The dancing 
of this ballet is simply superb. 
In all their sketches is an element 
of humor noticeably absent from 
the classic Russian ballet and 
even from Sadler’s Wells. Their 
dancing of Bizet’s “Carmen” was 
a maximum of excitement and 
enjoyment. 


Sept. 23—Because of over- 
hanging clouds, golf was out, so 
spent all this day at the desk en- 
joying particularly the reading 
of two new “think” books: John 
Heller’s “Of Mice, Men, and 
Molecules” and W. A. R. Thom- 
son’s extraordinary presentation 
of “The Searching Mind in Medi- 
cine.” Such essays as these books 
contain are noticeably absent 
from most American medical 
periodicals. 


Sept. 24—At the desk watch- 
ing in the midst of my work the 
performances of the Chicago 
Cubs in defeating St. Louis and 
of Michigan State in tying with 
Pittsburgh. And found at this 
early date that the baseball was 
much more exciting than the foot- 
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SPEAKING OF ETHICS 


In the area of hypochondria, TV is 
doing its swellest job. It is making the 
American housewife and her family 
more conscious of their internal work- 
ings than ever before. People have 
sick headaches, nagging backaches, 
sinus drip and hacking coughs. There 
are pills that open gaskets in your 
stomach and there are others with 
three-way action. Night after night 
you can watch stomach acid eating 
cloth, or listen to the rival claims as 
to which cigarette is less carcinogenic 
than the other. Or if you wish you can 
be bemused by the five New York 
doctors whose identity I have been 
trying to learn for years. The trade 
says it would be unprofessional to re- 
veal their names. Gad, what high 
ethics!}—From Thomas E. Murphy’s 
“Of many things” column in the Hart- 
ford Courant. 


ball, except for the last minute 
and a half of the second quarter, 
during which all of the scores 
were made. 

In the evening to the Palmer 
House to speak at dinner for the 
Inter-Society Cytology Council, 
and was warmly greeted by 
George Wied and Drs. Rakoff, 
Emerson Day and Mutschmann 
of Warren, Ohio. The new presi- 
dent, Erickson of Memphis, was 
introduced, and then old Pepys 
spoke of the past and the possi- 
bilities for the future. Had a call 
from Mr. Robert Ragsdale ask- 
ing me to participate in a sym- 
posium on “The Care of the 
Aged” in Minneapolis, March 22, 
1961. The symposium will be 
conducted under the auspices of 
the Minnesota State Welfare Con- 
ference, and the other speaker 
will be Franz Goldman, the emi- 
nent medical economist from 
Harvard University. 


Sept. 25—Again the clouds 
overshadow the city, and so spent 
the morning reading “Through 
Streets Broad and Narrow,” by 
Gabriel Fielding, a physician 
who tells here the story of a 


doctor’s education in Ireland. 
This is something quite different 
in its atmosphere from anything 
ever seen on our own shores. In 
the afternoon to visit the children 
in Highland Park and found 
Marjorie greatly concerned with 
civilian defense and Justin about 
to tackle a new position with 
Science Research Associates. 


Sept. 26—A busy day and in 
the evening with Jack Weiss and 
Samuel Pearlman to a dinner 
given in the latter’s honor as he 
departs from Chicago for Los 
Angeles. Since Pearlman is known 
for his humor, the speakers 
(Francis Lederer; M. Silverman, 
director of Michael Reese Hospi- 
tal; Leshin; Weiss; Sidney 
Strauss and Alfred Strauss) told 
anecdotes of a ribald character 
while a hundred colleagues 
cheered the guest of honor. And 
old Pepys told of the speech made 
by Justice Holmes when Oliver 
Wendell Holmes was about to re- 
tire. The Justice said that the situ- 
ation reminded him of a horse 
race. “When the leading horse 
finishes he does not stop at the 
finish line but canters on for a 
considerable distance and then 
sometimes turns around and 
comes back, but in any event the 
end is not abrupt.” And this was 
indeed a wise statement. 


Sept. 27—By the early morn- 
ing plane to Decatur, Illinois, 
where Dr. Robert Craig came to 
the airport, and with him to the 
Orlando Hotel. At noon to the 
Decatur Club for a luncheon, 
meeting representatives of many 
medical and pharmaceutical pub- 
lications here for the dedication 
of the new research laboratory of 
Irwin, Neisler & Co. Then in the 
afternoon to the dedication ex- 
ercises and to meet Mrs. Kirk- 
land, to whom a plaque was pre- 

(Continued on page A-21%) 
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sented with appropriate remarks 
by Robert A. O’Malley, editor of 
the American Druggist. There- 
after Senator Everett Dirksen 
told of the manner in which our 
government supports medical re- 
search. He made a passionate de- 
fense of research in the drug in- 
dustry and asked when the time 
would come when the innumer- 
able members of investigating 
committees would begin to in- 
vestigate themselves and each 
other. 

In the evening was a great ban- 
quet for the medical society, with 
guests from surrounding cities, 
and old Pepys spoke of the future 
of medical progress after a beau- 
tiful introduction by Dr. Craig. 
Here also was Dr. Little, presi- 
dent of the society, and many 
alumni of Illinois and Rush whom 


old Pepys had taught. 


Sept. 28—At noon to La 
Rabida, where came Dorfman. 


Medical 


Dr. Pepys’ Pages 


Albert Pick, McClelland and 
Maurice Goldblatt to discuss the 
program for research, and we 
were joined by Pettibone and his 
committee, who provide new 
funds for basic science projects. 
In the evening to meet with the 
board of the Cancer Prevention 
Center. Here Leo Lerner presid- 
ed, and here also were Cesare 
Portes, Frank Fowler, Hoeltgen 
and many young philanthropists 
who aided in the campaign to 
build at the medical center a spe- 
cial agency for the early detec- 
tion and prevention of cancer. 


Sept. 29—In the evening 
came Dr. and Mrs. Y. B. Neu- 
mann, he being director of medi- 
cal affairs of the National Insur- 
ance Institute of Israel. We dined 
and talked principally of the vo- 
cational rehabilitation which he 
is now studying in the United 
States under a fellowship from 
our government. 


Sept. 30—FEarly to participate 
on the Breakfast Club, where 
ladies from many states had 
varied questions, dealing in par- 
ticular with allergy, child be- 
havior, tired feet and anorexia 
nervosa. Thereafter came some 
representatives of an agency to 
learn about remedies for head- 
aches. At noon to the Tavern 
Club with Oliver Field and Dr. 
Johnson, who reminisced on the 
costs of medical care. In the after- 
noon came Sam Hoffman with 
Dr. Paul Szanto and Philip to 
talk of entrance into medical 
schools. 

In the evening to hear Louis 
Mann discourse on the Day of 
Atonement at a most impressive 
service. The Day of Atonement 
is a day of reckoning, and, hav- 
ing reckoned this year, have 
found it as full of as much ex- 
citement as ever old Pepys has 
experienced during any similar 
period. 


RICHARD ARMOUR 


THE HAPPY WORRIER 


Experiments at Walter Reed Army Hospital indicate 
that ulcers are found more in people who worry off and 
on than in those who worry steadily—News item. 


Consider those unhappy men 

Who only worry now and then, 

Who grow all tense and then relax, 
Which makes their ulcers run in packs. 


More fortunate the steady worriers, 
The always pressing, straining hurriers, 
Who not one moment cease to frown, 
And thereby keep their ulcers down. 


Yes, constant worry does the trick. 

It’s sure to help the ulcer-sick, 

Who'll lose their ulcers, in the shakedown, 
And merely have a nervous breakdown. 


SECRET CODE 


Medical records are often of no value because doctors 
wrote them in their own private codes that are now for- 
gotten, and therefore a new uniform code is being 
worked out.—News item. 


The records now are full of notes 
Concerning ills and antidotes, 

And there'd be cures today, no doubt, 
If someone just could make them out. 


The doctors wrote in codes, we’re told, 
Which, once they've grown a little cold, 
Can’t be deciphered, even by 
Cryptographers with practiced eye. 


I have my doubts. What doctors need 
If we’re to understand, who read, 
Is not a standard code, next trip, 
But just a course in penmanship. 
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